Chinese elderly patients' perceptions of their rehabilitation needs following a stroke: a longitudinal study of recovery. by Lui, How Lin. & Chinese University of Hong Kong Graduate School. Division of Nursing.
Chinese Elderly Patients，Perceptions of their Rehabilitation Needs 
Following a Stroke: a Longitudinal Study of Recovery 
A Thesis Submitted to the 
Department of Nursing, 
‘ Faculty of Medicine 
The Chinese University of Hong Kong 
in Partial Fulfillment of the Requirement 
for the Degree of Master of Philosophy in Nursing 
By 
LUI HOW UN 
under the Supervision of 
Professor Ann Mackenzie 
June,1997 
M g _ l ^ n ^ J J I
 i ¥ .
 .
 i t E f , ^ i i l . f e f , . # s l l i i
 i g i -
 J -
 , F -
 J l - g - l _ 一 二 | 1 -
. > 
年 ‘
 _ . 
* . . . . 
\ n l : : / / . . 。 r “
 / c / - - y . ^ s , . 
x . , x
 -








o v . ^
 -
 <
 , . , 







 A u /
 . . \ 
/ .
 ， — I
 -
 . . .
 ^ 
/ ？ ’





 . i 
:;」你 i
 ^
 , i 





< , , 統 7
 £
 • 





> A ^ % X 
, , 1



















I would like to take this opportunities to thank all the personnel who have given me 
tremendous support and encouragement throughout the process of preparing this 
thesis. In particular, I would like to express my sincere gratitude to my supervisor, 
Professor Ann Mackenzie for her unfailing support and invaluable guidance. 
^ Thanks should also go to hospital personnel who granted me approval to conduct the 
research as well as the elderly patients who participated in the study. 
Finally, I wish to thank my husband for his generosity in allowing me the freedom to 
一 pursue my study. 
ii 
ABSTRACT 
Stroke is the third leading cause of death and disability among the Chinese elderly 
patients in Hong Kong and yet the rehabilitation needs of these elderly are rarely 
explored. The aim of this study is to identify the rehabilitation needs of the Chinese 
elderly patients following a stroke. The study adopted an ethnographic approach, 
information being gathered by the researcher through interviews with fifteen key 
informants selected by purposive sampling. The perceptions of patients as to their 
own needs were sought at three stages of recovery-in the acute and rehabilitation 
settings and at one month following discharge. 
Analysis of the interview data produced categories of patient need at the three stages 
of recovery and a total of five major types of need were identified during the 
_ recovery process which include informational need, physical need, psychological 
need, social need and spiritual need. This supports the importance of incorporating 
the concept of disablement with equal emphasis of the psychological and social 
impact on an individual. Licorporating the concept of disablement in rehabilitation is 
highlighted in some of the nursing literature. 
The most frequently stated, but largely unmet, need in all settings was the need for 
information, particularly about the reasons for stroke and the activities that promote 
recovery. h\ the acute and rehabilitation settings patients' responses indicated a need 
to be respected as individuals, to be addressed by name and to be provided with 
individual attention to privacy. 
Although the Barthel Lidex administered during interviews charted recovery at 
different rates, nurses did not always make links between the level of functional 
ability and the help needed with physical tasks. They also failed to recognize the 
relationship between physical and psychological needs and the equal importance of 
both in recovery from stroke. As Chinese elderly patients tend to take a passive role 
in seeking help and information, nurses play a significant role in identification of 
individual rehabilitation need, taplication for nursing practice are discussed. 
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Chinese Elderly Patients' Perceptions of Their Rehabilitation Needs 
Following a Stroke: a Longitudinal Study of Recovery 
Chapter 1 
INTRODUCTION 
Hong Kong is facing an increasing demand for care of elderly patients with stroke 
(Woo, Yuen, Kay & Nicholls, 1992a). The impact of stroke on the individual and 
families resulting in disablement and handicap has been well documented in the 
literature (Woo, Yuen, Kay & Nicholls, 1992b; Patrick & Peach，1989). Decreased 
family networks and social support among the Chinese elderly together with 
difficulty in expressing need and concerns about their health contribute to the 
vulnerability of this group of people in society. 
According to the World Health Organization (1980), impairment refers to any loss 
of function in psychological or physiological or anatomical structure; disability is the 
result of impairment leading to restriction of ability to perform tasks whereas 
handicap is the failure to fulfill certain roles in society as the consequences of 
disability (see also Figure 2.1). But disability in performing daily tasks and reduction 
of social roles can impose great personal, social, and economic consequences 
affecting the wholeness of an individual within and well beyond the rehabilitation 
settings (Ebrahim, 1990). It is referred to by Patrick & Peach (1989) as disablement. 
The concept of disablement gives equal emphasis to the physical and psychosocial 
consequences on the individual. 
A review of studies in stroke rehabilitation reveals that the focus of care in stroke 
rehabilitation varies but most studies in stroke rehabilitation focus mainly on 
functional recovery neglecting the psychosocial aspects of the individual ( Anderson 
& Bury, 1988). This focus may be related to the lack of consensus about the 
definition of rehabilitation among health care professionals within the 
multidisciplinary team. Stroke patients are the individuals who have the actual 
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experience, and rehabilitation will only be possible with active involvement of the 
patient (WHO, 1971). The importance of addressing the needs of stroke patients has 
been highlighted early in 1988 in the King's Fund Consensus Statement (King's 
Fund Forum, 1988). Identifying the need of patients at varying stages of recovery is 
important for planning health care service and allocation of resources (Peters, 1992; 
Callery & Luker, 1996)，and yet the rehabilitation needs of stroke patients are rarely 
addressed. Review of the limited research addressing the needs of stroke patients 
identifies that the scope of need assessment is limited and there is a lack of 







This chapter will discuss the impact of stroke on Chinese elderly people and the 
influences of Chinese culture on recovery, in particular their reluctance to identify 
rehabilitation needs. An overview of the scope of stroke literature will be discussed 
before a more detailed review of literature is made noting how lack of definition of 
rehabilitation complicates identification of need. The nurses role in rehabilitation is 
then defined by drawing on research and literature reviews. Gaps in the literature are 
- noted throughout indicating a need for the present study. 
Incidence and Prevalence of Stroke in Hong Kong 
Stroke as defined by the World Health Organization (1971) refers to "the sudden 
onset of a focal neurologic deficit due to a presumed local disturbance in the blood 
supply to the brain" (Technical Report Series No. 469，p.6) and kills more people 
than any other disease (World Health Organization, 1997). From 1989, stroke is the 
third leading cause of death in Hong Kong, affecting as many as 3,000 people every 
year (Hong Kong Reports, 1991-6). Although there has been a growth of younger 
patients having stroke in recent years, stroke is predominately found in the elderly 
population. With a further rise in the elderly population of Hong Kong in the coming 
years (Census & Statistics，1995)，a higher incidence of stroke among elderly is 
anticipated. Care of elderly patients following a stroke becomes of major importance 
in the local health care system. 
The cause and pattern of stroke among Chinese is different to that of Caucasian 
populations with more incidence of infarct than haemorrhage (Huang, Chan, Yu, 
Woo & Chin，1989; Woo et al, 1992b & Kay, 1993). In the early phase of stroke, 
patients with cerebral infaract have a relatively higher survival rate than those with 
cerebral haemorrhage (Woo, Chan & Yu，1988). The overall fatality rate of stroke 
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within the first month among Chinese living in Hong Kong is 25.4% (Kay, Woo, 
Kreel, Wong, Teoh & Nicholls, 1992a). Within the first three months, about 30% of 
the patients die and the remaining 70% of the patients are left with either permanent 
or temporary disability (Kay, 1993; Woo et al, 1992). Hence, many stroke patients 
can survive but will require continuous stroke care and will have continuing 
rehabilitation needs during recovery. 
jhQ mechanism of recovery in stroke is still unknown (Meier, Bention & Diller, 
1987). The peak rate of physical recovery usually occurs in the first few weeks to 
three months depending on the type of stroke and severity of the lesion, however, 
improvement can be seen even up to 1-2 years after the accident (Stineman & 
Granger, 1991). Based on a local study, approximately 30% of stroke patients 
regained full independence within the first three months but 40% of patients were 
left with more severe disability and continued to need further rehabilitation (Kay, 
1993). However, the exact figure of Hong Kong stroke patients at different levels of 
disability is not known. 
Although it is generally assumed that younger patients following stroke have better 
rehabilitation potential and recovery than elderly patients, there are studies 
demonstrating that age is not a significant variable affecting functional outcome 
(Anderson, 1990; Bonita & Beaglehole, 1988; Dombovy, Sandok & Basford，1986; 
Rusin, 1990; Tellis-Nayak, 1986). Statistical findings show that the majority of 
stroke patients can survive and the chance of recovery is good including both young 
and elderly patients, however, it may be a time consuming process requiring 
prolonged rehabilitation care both in hospital and community. 
Social Influences on the Identification of Need 
‘Negativism toward the aged and disabled people 
Regardless of the impact of stroke on the individual, ageing itself is stressful 
requiring adaptation to change of role in family, change of life style, physical 
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deterioration and probably loss of spouse (Baron, 1992). Li addition, there is also 
negativism towards disabled people in society (Kagawa-Singer, 1994; French, 
1994). Much emphasis has been on young people as they represent the building 
blocks ofthe future (Bennett & Ebrahim, 1995). This is particularly so in Hong Kong 
where achievement and materialistic goals are acclaimed. Old age has already been 
equated with dependence and a burden on society (Tellis-Nayak, 1986). Hence, 
elderly people who are disabled are more likely to be stigmatized and neglected. 
Changing role of patients in the health care system 
Additionally the shift from adopting the paternalistic care approach to partnership in 
the current health care system does not guarantee that elderly welcome such change 
or benefit by taking on an active role. Traditionally, patients take a passive role by 
receiving and obeying advice from health care professionals (Wiens, 1993). Only 
with the rise of consumerism and increase in the educational level of the public about 
health issues in the last decade have patients started to take a more active role in their 
health and become more aware of the quality of care received (Thomas & Bond, 
1996). Elderly people usually attach themselves to old things, they may not be 
willing to change. Waterworth & Luker (1990) use a grounded theory to explore 
how patients perceive their involvement in decision making by interviewing a total 
of 12 patients. Results showed that some patient were not keen to be involved in 
decision making concerning care fWaterworth & Luker,1990). 
Furthermore, the majority of the elderly patients who are now aged 60 and over in 
Hong Kong came from villages and small towns in Guangdong Province in China 
soon after World War E or in the early 1950s (Chow, 1993). Since they were bom 
during war time in poverty, they are highly unlikely to have receive education and 
less likely to be able to write or read. Hence, it may not be easy for elderly patients to 
express their needs or concern. 
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Cultural influence in expression of needs and concerns 
Culture has a significant impact on the way that new roles are adopted in a society. 
Social behaviour of Chinese people is strongly influenced by the philosophy of 
Confucianism which puts emphasis on self restraint of one desires and the 
importance of establishing harmony with others ( Fairbank & Reischauer，1973; 
Smith & Bond, 1993). Thus, Chinese people are generally inclined to be obedient, 
humble, patient, and they are less willing to self disclose emotion and family matters 
especially the female (Chang, 1995; Lin, 1984). In addition, there is political 
influence on the social behaviour of Chinese. Hong Kong has been a British colony 
for almost a century, public awareness toward politics and civil right is generally 
low. Most of the Hong Kong people tend to be concerned more about economic 
prosperity. As a result, most of the Hong Kong Chinese are accustomed to follow 
what has been given and expression of need is less common especially the elderly 
who are bom in China with more influence of Confucianism. 
Change in family structure 
A decreased social network due to migration and growth of the nuclear family is 
another obstacle to uncovering the needs of elderly patients. Traditionally, care of 
the sick and disabled elderly has been a family responsibility in Chinese society 
(Chow, 1993; Lawson, 1995). Nowadays, youngsters prefer to live with their spouse 
and children in their own apartment, excluding their parents (Chi, 1995). With the 
fear that there may be instability politically after 1997, some younger adults have 
emigrated to other countries leaving their parents living alone either in their own 
home or in the Old Aged Home (Hong Kong Report, 1993). As a result, care of 
elderly in the family is influenced by a diminished social network (Ngan, 1990). ln 
this way, their children can no longer easily act as advocator of the elderly to raise 
their concern or needs. It is especially significant for those who are elderly and 
disabled. 
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Burden on the carer 
The care of the chronically ill and the elderly still relies heavily on their family as a 
result of scarce and limited health care resources. Length of stay in hospital has been 
shortened with the aim of reducing health care expenses. A decrease in family ties 
and size seems problematic in the sense that the spouse will usually end up as the 
main carer of stroke patients (Stoller, 1990; Pound et al, 1995). This group of carers 
are also elderly people with their own potential health problem. Care of stroke 
patients in family can be of great burden to the carers (Ngan & Cheng, 1992; 
Mackenzie & Holroyd, 1995; Rosenthal, Pituch, Greninger & Metress, 1993). There 
are reciprocal relationships between the carers and the patients which may then affect 
- the recovery outcome of stroke patients (Baker, 1993). ff the needs of patients are 
well addressed immediately from the onset of illness and treated promptly before 
discharge, burden on carers can be lessened ( Nolan & Grant，1992). 
Concept of Disablement 
Disablement is a collective term including any physical or psychosocial impairment, 
disability or handicap as the aftermath of a disease (Patrick & Peach，1989). 
According to the World Health Organization (1980), impairment is the result of an 
illness or disorder whereas disability is the result of impairment and handicap is the 
consequence for fulfilling certain roles in society depending on the age, sex and 
societal and cultural factor for that individual as the consequences of disability (see 
also Figure 2.1). 
Figure 1 “interrelationship among disease consequence" (Adapted from Patrick & 
Peach, 1989，Disablement in the Community, p. 5) 
一 _ __ __ _Impairment_ In^msic org_an level 
r ^ ^ ' i � — — — 
Functional limitation Disability Personal level of 
丄 behaviour 
^ i 
Activity restriction ^  
i 
“ “ � H a n d i c a p Extrinsic social level 
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The impact of stroke on the individual and the families resulting in disablement have 
been well documented in the literature (Astrom, Asplund & Astrom, 1992; 
Anderson, 1992; Woo et al, 1993; Patrick & Peach, 1989). Common impairment due 
to stroke includes motor deficits, sensory deficits, perceptual deficit, cognitive deficit 
and depression (Ebrahim, 1990; Patrick & Peach, 1989). Disability mainly restricts 
the individual in carrying out daily activities which include feeding, bathing and 
walking (Duncan, 1994). The losses of an individual become increasingly personal 
and meaningful as the stroke survivor's condition changes from impairment to 
handicap (Wade, 1992). Stroke rehabilitation should incorporated the whole concept 
of disablement with equal emphasis on the physical and psychosocial recovery of the 
individual during recovery. 
Concept of Rehabilitation 
Review of the definition of rehabilitation 
Rehabilitation is a process concerned with the whole concept of disablement by 
reducing the degree of impairment, disability and handicap through the use of a 
multidisciplinary team approach (Patrick & Peach, 1989). Nevertheless, several 
definitions of rehabilitation are found in the medical, nursing and paramedical 
literature. Three examples demonstrate the differing focus and changes in the 
concept of rehabilitation. 
An early definition of the World Health Organization as an authoritarian body in the 
medical field has defined, rehabilitation as :-
“the combined and coordinated use of medical, social, educational, 
and vocational measures for training or retraining a person to the 
highest possible level offunctional abilities (WHO, 1969，p.6)’，. 
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]n nursing two definitions are selected for comparison. As defined by Williams 
(1993) rehabilitation is referred as:-
“a multidisciplinary process that seeks to improve the individual's 
quality oflife in any way, no matter how small, in relation to 
physical, emotional or spiritual well being，，(p.68). 
Stewart (1985) gives a comprehensive definition of the term, and rehabilitation is 
defined as:-
“a process for the restoration and maintenance of the physical, 
mental and emotional states of a person, of any age, suffering from 
the effects ofcongenital mishap, crippling disease, injury, accident or 
surgical intervention. The social needs of the individual, his family 
and the society of which the person is a part, are crucial factors in 
the rehabilitation process''(-p.34). 
M comparing the selected definitions of rehabilitation, it appears that the concept of 
disablement in rehabilitation is mainly incorporated in the nursing definitions 
(Stewart, 1985; Williams, 1993) whereas the term as defined by the WHO (1969) 
mainly focuses on restoration of physical disablement of the individual. Nursing as a 
human science has strong emphasis on care of the physical, psychological and social 
aspects of an individual as a whole in nursing, it may explain why the concept of 
rehabilitation as defined in nursing is more comprehensive. 
Review of the Focus of Studies in Stroke Rehabilitation 
Scope of studies in stroke rehabilitation 
As there is little consensus in the definition of rehabilitation, the focus of studies in 
stroke rehabilitation has varied, and the major focus has been on physical recovery 
rather than on the psychosocial aspects of the individual (Anderson & Bury, 1988). 
The main shift of the focus of research began in the last decade. The King's Fund 
claimed that the stroke rehabilitation services provided in hospital and in the 
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community were 'haphazard, fragmented and poorly tailored to the needs of patient 
and their carers.' (King's Fund Forum, 1988, p.297). 
]n responding to the King's Fund Consensus Statement, there has been a growth of 
studies, particularly in the United Kingdom, examining the psychosocial impact of 
stroke on patients, the burden on carers, effectiveness of interventions in stroke as 
well as measuring the level of satisfaction of patients and the carers toward stroke 
services. 
On the psychosocial aspects, depression, social life after discharge and quality of life 
of the stroke patients have been quite widely researched (Bronstein, 1991; Graham & 
Janigian, 1989; Herrmann, Bartels, Schumacher & Wallesch，1995; Thompson, 
Sobolew-Shubin). With limited resources and great demand for health care services, 
early discharge is encouraged and the care of stroke patients depends heavily on the 
carers. As carers play a crucial role in determining the physical outcome of the stroke 
patients after discharge, there are increasing studies examining the physical, 
psychosocial impact, quality of life as well as educational needs of carers in the 
community (Anderson, Linto, Stewart-Wynne, 1992; Enterlante & Kem, 1995; 
Greveson, French & James，1991; Mackenzie & Holroyd, 1995; McGown & 
Braithwaite, 1992; Rosentheal et al, 1993). 
Under the influence of consumerism and the growing importance of market research 
in commercial decision-making, public hospitals and allied services have inevitably 
become keen to obtain consumers'views and opinions (Fitzpartick, 1990). As a 
result, there is increasing concern for evaluating the effectiveness of stroke 
interventions on patient outcome as well as for measuring the level satisfaction of 
patients and their carers toward the stroke care and services (Anderson, et al, 1992; 
Carey, Matyas & Oke, 1993; Pound, Gompertz, Ebrahim, 1993; Pound, Gompertz & 
Ebrahim, 1994; Reding & McDowell, 1989; Shah, Vanclay & Cooper，1990; 
Wellwood, Dennis & Warlow, 1995). 
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Inadequacy of the scope of studies on stroke rehabilitation 
A broad review of the above studies note they only provide a portion of information 
about the diversity of stroke patients with different age, sex and severity on a single 
time in recovery. Most studies report the mean age or age range of the stroke patients 
recruited in the study (Rusin, 1990). However, the psychological impact of stroke is 
unique to the individual depending on various factors such as age group, disability 
level, personality, social support and past experience. 
Apart from the above, there is also a lack of longitudinal studies which explore the 
psychological state of stroke patients from onset of illness to after discharge. Most 
often, studies mainly examine the psychological domain of stroke patients at a single 
point of time especially after discharge. The experience and impact of stroke is 
unique to the individual and yet there are few qualitative studies uncovering the 
psychological impact of stroke patients (Folden,1994; Doolittle, 1991). 
It seems that there are more studies focusing on the carers rather than the stroke 
patients especially in exploring health care needs. Needless to say, care of the 
informal carers is important as they are the main carer of the stroke patients after 
discharge into the community. Literature supports that there is a reciprocal 
relationship existing between the patient and the carer which may affect the outcome 
of stroke recovery. Some of the studies that identify stroke care of both carers and 
patients seem to mentioned more about the carers than the patient (McLean, Roper-
Hall, Mayer & Main, 1991; Wellwood et aI, 1995). Some studies also take the carer's 
account as representing that of the stroke patients particularly when they have 
communication problems. Difficulty in communicating with this type of patient may 
be time consuming (Pound, Bury, Gompertz & Ebrahim, 1995; Rusin, 1990). 
However, the experience and perception of care is unique to the individual which 
cannot be expressed by others. Moreover, inability to express anger, opinions and 
need may lead to further frustration and feeling of helplessness (Palmer, 1986). 
Studies that seek the opinion of carers as representing the needs of stroke patients 
cannot truly reflect the patient's perspective. 
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Two particular areas of disablement where one would expect stroke patients to have 
rehabilitation needs, that is spiritual need and sexual need, seem to be neglected by 
researchers. Spiritual and religious needs of stroke patients are not well examined. 
Only a decrease of religious activities of patients following the aftermath of stroke 
were identified in some of the stroke studies studying other aspects such as 
depression (House, 1987). ]n describing patients with chronic illness requiring 
rehabilitation service, the importance of provision of religious and spiritual support 
during hospitalization is highlighted (Anderson, Anderson & Felsenthal, 1993; 
Narayansamy, 1996). 
Pastoral need and spiritual need of a group of elderly patients, aged 65 and over, with 
stroke, hip fracture and other mobility problems in the inpatient rehabilitation unit 
were examined using a self developed survey tool with both open and closed end 
question. A total of 150 patients participated and the majority of patients had 
religious beliefs and only 2% of the patients with no religious belief (Anderson et al, 
1993). Findings identified unmet religious and spiritual needs and 73% patients 
reported that no staff spoke with them in this aspects. However, validation of the 
instrument used is not undertaken and the development of questions is not 
mentioned. Moreover, the patients studied suffered from various types of illness and 
age was not taken into account. Their religious and spiritual needs may vary as a 
result of these variables. 
Sexuality of stroke patients is rarely examined in the clinical setting during stroke 
recovery (Burgener & Logan，1989; Monga, & Ostermann，1995). Only a few articles 
have addressed the sexual functioning of stroke patients during stroke recovery 
(Bray, DeFrank & Wolfe, 1981; Burgener & Logan, 1989). Bray et al (1981) 
conducted a study with a sample size of 35 to explore the sexual interest, function 
and attitudes of stroke patients before and after the stroke. Despite the small sample 
size, findings showed that the majority of patients, including both male and female 
patients, have sexual interest and perceived such an interest as important in their 
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lives. And yet most stroke patients experienced sexual dysfunction after having had 
the stroke (Bray et al, 1981). 
Similar findings were identified in Burgener & Logan (1989)'s study and a change of 
role to dependency is found to be one of the contributing factor for sexual 
dysfunction. Jn addition, stroke patients tend to be willing to discuss their sexual 
concem openly with nurses but the chance is limited and thus the implication for a 
comprehensive nursing assessment including the sexual need of stroke patients in the 
.clinical setting is stressed (Burgener & Logan, 1989). Taking account of these 
limitation, there is a need to study the same issues using a qualitative approach in a 
particular age group such as the elderly. Given that most patients with stroke are 
older and may have difficulty in expressing sensitive needs a qualitative approach to 
research could be a useful addition to the literature. 
Identifying need bv measuring satisfaction 
Measuring the satisfaction level of patients towards services is generally believed to 
be a way for consumers to express their opinion and reflects their needs (Fitzpatrick, 
1990). Since there are no standardized instruments with well established validity and 
reliability to assess the satisfaction level of stroke patients, most of the 
questionnaires used in stroke studies are newly developed. Both Pound et al (1994) 
and Wellwood et al (1995) developed a questionnaire to measure the satisfaction 
level of stroke patients and their carers toward the care provided in the hospital and 
in the community. Detailed description about establishing validity and reliability of 
the tool is missing in Wellwood et al (1995) 's study whereas Pound et al (1993， 
1994) have done more work towards establishing the validity and reliability of the 
tool developed. And yet the tools in both studies still lack well established validity 
and reliability and require further testing. 
Both studies give valuable information about the dissatisfaction level of stroke 
patients towards various aspects of care in the hospital and in the community. A total 
of 191 stroke patients were recruited by Pound et al (1994). Results indicate that the 
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overall level of dissatisfaction of stroke patients towards stroke care and services 
provided in hospital and in the community was found to be 48% and 39% 
respectively in which 54% of patients were dissatisfied with the amount of therapy 
given in hospital, 31% of the stroke patients were dissatisfied with the amount of 
recovery obtained and 28% of stroke patients were dissatisfied about the amount of 
information given about the illness. 
Wellwood et al (1995) mainly focus on measuring the level of satisfaction of stroke 
patients in the acute stage and a total of 65 stroke patients and 80 stroke carers were 
interviewed using the self-developed questionnaire. Results demonstrate that 43% of 
stroke patients were dissatisfied with the amount of discussion on treatment, 28% 
stroke patients were dissatisfied with the amount of information given, 41.5% of 
stroke patients were dissatisfied with the social advice given, 3% of stroke patients 
were dissatisfied with discharge planning and the follow up services. The 
dissatisfaction rate of stroke patients towards therapy advice is not reported. 
From the above studies, deficiency in certain aspects of care is revealed but there is a 
lack of detailed information about how the services can be further improved. For 
instance, the amount of information given to patients was found to be lacking 
(Wellwood et al ,1995). And yet the types of information needed specifically for this 
group of stroke patients remain unknown. Use of self-developed questionnaires to 
measure the satisfaction level of patients can only reflect patients' perceptions 
towards existing services or care instead of identifying the actual needs of problems 
faced by the patients. There is no chance to express the personal feelings of 
consumers (Fitzpatrick, 1990). Furthermore, measuring the level of satisfaction of 
patients at a single point of time has no intrinsic meaning unless there is on-going 
evaluation of services. Besides, the tool is not applicable for those who are illiterate. 
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Identifying need from the patients' perspectives 
The World Health Organization note that rehabilitation will only be possible with 
active involvement of the patient (WHO, 1971). Studies have shown that the impact 
of stroke on an individual extends to physical and psychosocial aspects. 
Incorporating the concept of disablement with joint effort from various health 
professional is important in stroke rehabilitation. Moreover, rehabilitation should 
revolve around the needs of stroke patients (Gibbon, 1992). Although the importance 
-of identifying the needs of stroke patients is stressed in the King's Fund Consensus 
Statement, few studies attempt to explore the views and needs of stroke patients 
(Brandriet, Lyons, Bentley, 1994; McLean, et aI, 1991; Pound et aI, 1995). 
Needs of patients can be either assessed by the care receiver or the patient or the 
health care providers (Brewin, Wing, Mangen, Brugha & MacCarthy, 1987), 
however, there are frequently incongruences between the health care professionals 
and patients. Congdon (1994) carried out a study to explore the experience of eight 
elderly patient's hospital discharge and results indicate · incongruities exist between 
the patients and staff in the discharge process. In the study, nurses were found to be 
uncertain about the readiness of patients for discharge whereas patients were actually 
ready for discharge (Congdon, 1994). 
Another study demonstrates that patients construct their needs based on their own 
interpretation and thus the priority of need will be different to that of the staff. Lauer, 
Murphy & Powers (1982) discovered that learning needs and its priority as perceived 
by the nursing staff and the patient was differently. In the study, 33 nurses and 27 
patients were asked to rate -the degree of importance of learning 36 informational 
items in various aspects of care. For instance, dealing with feelings is ranked highest 
by nurses whereas patients ranked it only fifth (Lauer et aI, 1982). 
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Very often, health care professionals tend to construct need within the confines of 
available resources (Chalmers, 1994). Time available to spend with patient is another 
good example commonly experienced by nurses working in the clinical settings. 
Sometimes, patients simply need a good listener but health care professional may 
avoid identifying such need for fear that they do not have sufficient time to satisfy 
them or sufficient knowledge. Thus, this can limit the scope for exploring the needs 
of patients. Furthermore, need is difficult to define objectively (Brewin et al, 1987) it 
isbetter explored through the perceptions of the individual who have experienced the 
illness (Orr, 1985). 
Identifying need, as expressed by patients, provides an alternative way to helping 
health care professionals determine how needs can be met. This information can 
further be used by health care providers for planning services as well as allocating 
resources (Otte, 1996; Peters, 1992; Wellwood et al, 1995). It is essential to 
understand the extent of specific type of needs that are met or not met (Young, 
1994). 
Addressing the needs of stroke patients 
Rehabilitation is an on-going process beginning with the onset of stroke to 
preventing complication and further deterioration by rehabilitation in the hospital and 
in the community after discharge (Clark & Bray, 1984; WHO, 1971). Therefore, the 
needs of stroke patients are best examined in various settings of rehabilitation. • 
Nevertheless, a search of literature in stroke only identified three articles exploring 
either the needs or views of stroke patients from 1985-1996 in CfflNAL, MEDLJNE 
and HEALTHCARE (Brandriet et al 1994; McLean et al,1991; Pound et al, 1995). 
Of the limited studies, there is only one article examining the perceived need of 
stroke patients. 
Pound et al (1995) conducted a qualitative study to examine the views of stroke 
� patients in the acute phase. A total of 40 stroke patients with a mean age of71, were 
interviewed at 10 months after stroke. Four components of care were identified in the 
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interviews which include being cared about by the staff, clinical care, nursing care as 
well as information and advice (Pound et al, 1995). Findings identify that most 
patients tend to trust the staff in health care treatment and care particularly in the 
acute phase, importance of provision of psychological care including being respect as 
an individual with provision of comfort and reassurance was stressed, ^flexibility of 
routine is found to be an obstacle for quality care and a minority of patients said that 
insufficient information was given in hospital (Pound et al, 1995). 
Significant findings towards the care provided in the acute stage is revealed in the 
study. Nevertheless, methodological limitations of the study are identified. First of 
all, the researcher failed to explain why some of the stroke patients were interviewed 
ten months after the stroke to review their experience in the acute stay in hospital. 
Poor memory can be a threat to reliability in retrospective studies especially with 
elderly patients who usually have memory loss (Avis, 1994; Heckheimer, 1989). 
Apart from this, there is a lack of description of how questions used in the interview 
were developed which may then affect content validity of the data. 
Besides, only 4 out of the 40 informants including both the stroke patients and the 
carers mentioned that insufficient information was given in the acute ward. Such a 
minority of patients may be related to the small sample size as well as the number of 
stroke experienced by the stroke patients. Patients who had had a stroke may have 
gained the relevant knowledge in previous hospitalization and thus information need 
is lessened. 
Another study carried out by Brandriet et al (1994) revealed that the coping strategies 
used by those stroke patients who had a second stroke is better than those who had 
had a first stroke. This further supports that experience of a stroke patients may 
affect perception of need and the outcome of recovery. But the inclusion criteria of 
stroke patients in Pound et al (1995) was missing, ln addition, using views of carers 
to represent the views of those stroke patients who have communication difficulty is 
a limitation. 
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There appears to be no study identifying the needs of stroke patients specifically 
during their stay in the rehabilitation ward. On the contrary, there are more studies 
examining the need of stroke patients after discharge in the community. McLean et al 
(1991) have conducted a study examining the service needs of stroke patients and 
their carers. t i the study, 20 stroke patients and 20 informal carers were interviewed 
separately at home after being discharged. Surprisingly, only one paragraph 
mentioned the unmet psychosocial needs of stroke patients. Although objective 
assessment of the physical ability, depression level and anxiety level of the stroke 
patients were measured, the objective findings were not reported, ln fact, results 
mainly highlight the unmet needs of carers rather than stroke patients. Furthermore, 
the study failed to say how long the subjects had spent in the community or to 
describe the services received by each individual after discharge. 
Conversely, Brandriet et al (1994) explored the perceived needs of elderly patients 
following a stroke after cessation of home health services. Twenty poststroke elderly 
were interviewed twice using a self developed semi-structured guide at two to ten 
and a half months poststroke and three to eight weeks after release from home health 
services (Brandriet et al, 1994). Unmet social support need, therapy need, financial 
need, safety need, educational needs as well as housekeeping need were identified. 
Elderly patients in the study also encountered psychosocial problems with fear of 
fall, feelings of embarrassment as a result of being incontinent and lethargy in 
performing tasks. There was also a decline in social and religious activities. 
However, some of the findings included caregivers' account which seems 
inappropriate as the aim of the study was to focus on the elderly patients' own 
perceptions of unmet needs and problems. Views or ideas from another party should 
then be excluded. 
hi addition, one of the objectives of Brandriet et al's study is to examine the coping 
strategies used by the elderly patients. Since coping is related to an individual's past 
experience and support system such as family support and social support (Lazarus & 
Folkman, 1984)，selection of the family support and experience of stroke patients 
should be carefully considered. And yet the availability of the family support and the 
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number of strokes experienced by the elderly were not considered in the inclusion 
criteria or examined in data analysis. 
Concerning the interview guide used (Brandriet et al, 1994)，there is no description 
of how the guide was developed. Besides, using one researcher to analyse all the 
interview data in the study might reduce objectivity in interpreting the findings. 
Although the researchers claimed that such an arrangement increase objectivity as 
that researcher did not take part in interviewing the informants in the study 
(Brandriet et al, 1994), it still have potential bias. To increase objectivity in 
analyzing qualitative data, checking of coding or themes identified would be better if 
cross checked with another independent researcher (Miles & Huberman, 1994). 
Summary ofStudies Exploring Patients' Needs 
Variation in types of need identified 
Various types of needs identified at various stages of rehabilitation include 
informational need, physical need, psychological need, social need, service need, 
financial need (Brandriet et al, 1994; Pound et al, 1995; McLean et al, 1991; 
Wellwood et al, 1995)�To summarized, education and psychological needs are 
significant in the acute phase whereas learning skills and social service appear more 
important at a later stage. Exploration of religious and spiritual need of stroke 
patients seem to have been neglected. Based on the above studies, it can be 
concluded that needs of stroke patients explored during rehabilitation is fragmented 
and an incomprehensive assessment of the need of patient. Besides, the needs of 
stroke patients in inpatient rehabilitation ward is not examined. If rehabilitation is to 
fulfill its tasks of addressing the needs of the total person, then sexuality, religious or 




Table 2.1 Types of needs of stroke patients identified : 
|Brandriet |Brayetal, jMcLean |Poundetal, Wellwood 
et al, 1994 1981 etal， 1995: etal,1995: 
1991 
Physical Need 5^  
Psychological ^ ^ ^ 
Need 
Sexual Need ^ 
Social Need *^  -—— 
Financial Need ^ 
Service Need ^ 
• ^ ^ 
Liformational 
Need 
Sample Size ^ ~ ~ 35 20 40 65 
Data Collection~~Interview~~Questionnaire"""Interview Interview Questionnaire 
Method 
Stages of ~ ~ A t e ~ ~ After Acute Acute phase 





Lack of longitudinal studies 
]n the recovery process, a series of changes is expected when stroke patients move 
along from the acute ward, rehabilitation ward and after discharged as there may be 
physical and psychosocial improvement of the individual and the changing contexts 
where rehabilitation takes place will vary. And yet the needs of stroke patients are 
explored only at one single point of time, there is a lack of longitudinal study 
examining the needs of stroke patients in stroke recovery. The needs of stroke 
patients in the rehabilitation ward is not well examined. Up till now, there is still a 
lack of longitudinal studies exploring biopsychosocial needs of stroke patients but 
rehabilitation is an on-going process (Bonita & Beaglehole，1988; Doolittle，1991). 
As pointed out by one of the subjects in Brandriet et al's (1994) study, patients may 
not know what they need until they come to what they cannot do under certain 
situations. Review of the literature also demonstrated that there are different priority 
of needs as perceived by patients across different stages of rehabilitation. Therefore, 
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need may change across time and contexts. Thus, longitudinal studies that identify 
the needs of stroke patients may uncover the needs and priorities at various settings 
of rehabilitation and help the health care professional to predict possible needs of 
stroke patients with similar illness and background and plan relevant care earlier. 
Definition of need not clear 
Definition of need is either missing or poorly defined in some of the studies 
examining the needs of stroke patients (Brandriet et al, 1994; McLean et al, 1991). 
And yet a clear definition of the term is important for planning services especially for 
practice involving multidisciplinary discipline (McWalter, Toner, Corser, Eastwood, 
Marshall & Turvey, 1994). Dictionary definitions of need include ‘in lack of 
something or somebody' as well as 'requiring something and necessary to have 
something or somebody' (Oxford Advanced Leamer's Dictionary, 1990). 
Need is different from want (Orr, 1985; Ramsay, 1992). Want is something that an 
individual desires to have but it may not be necessary in reality. Furthermore, need is 
not equivalent to difficulties (McWalter et al, 1994) unless an individual claims that 
such a difficulty cannot be resolved. Difficulties only indicate potential needs in 
which something can be done to resolve the problem. Hence, it is essential to 
differentiate wants and difficulties in exploring the needs ofpatients. 
Need as the subjective perception of an individual is also a relative concept which 
may be influenced by the culture, value judgment, social, economic condition of an 
individual varying from age to age or society to society as well as across time (Orr, 
1985; Liss, 1993; Sheaff, 1996). Therefore, concept of need is personal, subjective 
and variable depending on the individual's personal constructs including personality, 
coping mechanism, past experience, faith, support system, locus of control and value 
judgment. 
‘ ^ v . • 
2 2 
Rehabilitation Role of Nurses 
Perceived Rehabilitation role of nurses identified 
Nurses are believed to have a significant role in rehabilitation with respect to the 
long hours they spend with patients (Gibbon, 1992; Myco, 1984; Waters, 1986; 
Williams, 1993). However, the nursing effect on patients care can be positive as well 
as^  negative in various settings of rehabilitation and nurse-induced dependence and 
patients inactivity had been reported in some literature (Anderson, 1992; Miller, 
1985; Tinson, 1989; Wade, 1987;). Therefore, it is important for nurses to 
understand their therapeutic role and to prevent doing harm to patients. Nurses have 
attempted to identify the role of nurses in rehabilitation either through review of 
literature or conducting research (Gibbon, 1994; Myco, 1984; O'Connor, 1992; 
Tellis-Nayak, 1986; Waters, 1986; Wild, 1994 & Williams, 1993). 
One of the pioneers who attempted to search for the unique role of nurses in 
rehabilitation from literature is Myco (1984). In the review, 40 articles of medical 
and nursing literature, several texts as well as thesis were analyzed with the aim of 
identifying the perceived role of nurses in rehabilitation. Seven nursing definitions of 
rehabilitation from 1950s to 1970s, medical literature on stroke, and the focus of 
stroke studies in rehabilitation have been examined. Myco (1984) finally concluded 
that the unique role of nurses is still not clear partly due to lack of emphasis of 
rehabilitation in nursing education. As a result, the concept of rehabilitation in 
nursing texts emphasizes mainly physical aspects and yet the physical emphasis is 
incomprehensive if little attention is given to the care of personal hygiene, 
communication deficit, psychosoical care and the strategies used for promoting 
independence in nursing literature (Waters, 1986). Thus, the holistic concept of 
rehabilitation care of an individual is not well demonstrated (Myco, 1984). 
Although the review is extensive, Myco (1984) fails to look into the perceptions of 
nurses who work in rehabilitation settings. Moreover, as the patient is the center of 
the rehabilitation process it is equally important to understand the needs of patients 
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in identifying the unique role of nurses within the multidisciplinary team. Besides, 
rehabilitation takes place in different settings, it is necessary to study the role of 
nurses in a particular setting on special group of patients as the care may be different 
with variations of the contexts and conditions of patients. 
As the elderly are the major group of patients using rehabilitation service, much 
attention is on the care of the elderly. Waters (1986) examines the role of nurses in 
the rehabilitation of the elderly by reviewing a few nursing definitions of 
rehabilitation in literature. Omissions of the involvement of patient in the process is 
identified. To fill the gap, Waters (1986) then redefines the term by highlighting the 
facilitator and enablement role of nurses in promoting active participation of patient 
in the recovery process. Similar to Myco (1984)，Waters (1986) also noted that 
nursing care of the psychosocial care of patients is neglected and that there are 
various areas that have not yet been acknowledged by other disciplines. Nurses 
responsibilities including intimate care on bodily care such as, bathing, feeding, 
toiling, dressing and moving, ln addition, Waters (1986) stresses the importance of 
developing good nurse patient relationship through delivery of intimate care and only 
through giving this type of care can nurses understand more about patients and 
uncover what help they need. A significant role for nurses in assessing the 
biopsychosocial need of patients is implied but such a role has not been addressed by 
Waters (1986) in the discussion. 
Tellis-Nayak (1986) also studies the care of elderly in rehabilitation but concentrates 
mainly on the nursing role in rehabilitation in the care of elderly stroke patients upon 
discharge home, ln the paper, important roles of nurses are identified. They are to 
carry out objective and comprehensive functional assessments of patient, act as the 
co-ordinator to liase with other health professionals in the community, act as a 
communicator between the carer and the patient as well as having a role to prevent 
over-protecting the elderly patient. The suggestions are based on the author's 
personal experience and views with limited literature support (Tellis-Nayak, 1986). 
Nevertheless, Tellis-Nayak (1986) has raised an important issue that nursing roles 
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are not fixed throughout the patient's recovery and have to vary with the need of 
patients in different stages. 
O'Connor (1992) has completed a literature review using recent articles about 
practical nursing care in rehabilitation in order to identify the unique role of nurses. 
A total of312 papers identified from the 1960s to 1990s was examined. The majority 
of the nursing literature is descriptive in nature with only few articles addressing the 
specific care of stroke patients. Literature reflects that nurses are taking up a non-
therapeutic managerial role. Basic nursing care such as continence care, counseling, 
particularly sexual counseling, as well as sleep and rest promotion are rarely found in 
the nursing literature (O'Connor, 1991). Nevertheless, the nursing role identified is 
based on inductive analysis to classify articles into different categories, reviewing 
only the abstract and bibliography of the articles which may not be comprehensive 
enough. Again, the role of nurses is identified from the nursing perspective 
neglecting the patient's perspective. 
Gibbon (1992) uses a different approach to study the nursing role in rehabilitation as 
perceived by the nurses who work in the unit. Gibbon conducted a study to examine 
the extent to which nurses understand their role and the meaning behind their actions 
in an elderly rehabilitation setting. A self developed seven-item questionnaire with 
open and closed questions was used. All subjects were selected in one single unit 
providing care of elderly . A convenience sample of subjects which included 4 
Registered nurses, 3 Enrolled nurse and 8 student nurses from a pre-registration 
program were recruited. Results showed that the perceived nursing role included 
support of other disciplines. No independent role was described. Definition of 
rehabilitation is found to be varied among nurses in which the nursing officer 
claimed that they had not heard of the term whereas the registered nurses thought 
that rehabilitation was a process aimed at maximizing a patient's independence but 
enrolled nurses merely perceived that rehabilitation was the promotion of 
independence in carrying out activities of daily living. Finally, student nurses 
interpreted rehabilitation as a process involving facilitation and educative elements 
as well as physical interventions. 
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Gibbon (1992) successfully revealed incongruences about the concept of 
rehabilitation among nurses of different ranks. There was an overall lack of emphasis 
on psychosoical rehabilitation among nurses in clinical practice. h\ fact, it seems that 
patients were not seen as central to the rehabilitation process. But the study is limited 
with it's small sample size and the use of convenience sampling. Moreover, there is 
no detail about the development of the questionnaire especially concerning its 
validity and reliability. There is also no investigation of the concept and principles 
of-rehabilitation care in the unit. 
The rehabilitative role of nurses in the care of elderly is also examined and Williams 
(1993) stressed that nurses possess a vital role in the process to meet the needs of 
patients in a variety of settings of rehabilitation. Based on the long working hours of 
nurses along with a higher chance of providing intimate care to patients, nurses are 
best able to adopt the role of assessing the needs of patient. Being the care co-
ordinator, educator and advocators for the patients are pinpointed (Williams, 1993). 
Wild (1994) continues to identify the role of in rehabilitation by reviewing nursing 
literature but the discussion is superficial and yet Wild (1994) concluded that nurses 
are the main supporter, advisor and therapist of the patient. 
The role of nurses in identifying the needs of patients 
There is no consensus of definition of rehabilitation and some authors only try to 
develop new definitions. Most of these authors attempt to identify the role of nurses 
through review of literature (Myco, 1984; O'Connor, 1992; Waters, 1986; Williams, 
1993 & Wild，1994), only Gibbon (1992) identifies the perceived nursing role from 
nurses who work in the clinical rehabilitation setting. But none of the studies 
attempt to examine the role of nurses from the patient's perspective even though 
Waters (1986) indirectly highlights that assessment of the needs of patients is 
important. 
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Ultimately, the perceived nursing roles in rehabilitation are numerous including roles 
as basic care giver, counselor, co-ordinator, advocator, educator, communicator 
between patients and the carers, manager and carer of the carer (see also table 2.2 in 
appendix). And yet there is still no standardized rehabilitative role of nurses. 
Besides, no authors have specified the roles of nurses in rehabilitation at various 
settings of recovery. Perhaps, it is time to stop redefining the term, searching for 
perceived nursing roles in literature, but to identify the nursing role from the 
patient's perspective. 
Table 2.2 Perceived nursing role identified in the nursing literature 
Perceived Myco Waters Tellis- O'Connor | Gibbon William Wild 
nursingroles: (1984) (1986) Nayak, (1992) (1992) s(1993) (1994) 
(1986) 
A s s e s s o r _ ^ J � _ ^ 
(Mhr^^^m J~ 
A d y y ^ ^ M ~~J 
. M m ^ ^ m _ 广 乂 ^ 厂 
Basic care ^ � ^ 
giyer 
' ^ ^ ^ ^ ^ ^ ^ = _ j L _ _ ：^—— ^ 
p s v c h M ^ ^ M ： q — 
Educator ^ 
M I 1 1 ^ - ^ ^ 
Within the multidisciplinary team, nurses are in contact with patients in hospital 24 
hours a day and provide much of the care and services to the aged and the disabled in 
various care settings of rehabilitation compared with other health care profession 
(Pound et al, 1994; Pound et al, 1995 & Wade, 1987). Moreover, nurses provide 
intimate care to patients and opportunities to build up good rapport with patients is 
more likely throughout provision of intimate care such as care in personal hygiene 
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and elimination (Waters, 1987). Hence, nurses are in a good position to assess their 
rehabilitation needs within the multidisciplinary team (Williams, 1993). 
Summary 
In stroke rehabilitation, it is important to incorporate the concept of disablement as 
stroke can affect the whole of an individual including the physical, psychological, 
social aspects. Need-led assessment is important to help health care professionals to 
understand the needs of patients and to plan relevant care and allocate resources. 
Identifying the perceived needs of patients is one of the alternative approach in need-
led assessment. Nevertheless, most stroke studies have mainly focused on physical 
recovery although an increasing number of studies are examining the psychosocial 
impact of stroke on the patient and the carers by measuring their satisfaction level 
toward the stroke services and the effectiveness of interventions. Some of the needs 
of patients are rarely explored especially the spiritual aspects. There is also a lack of 
longitudinal studies to examine the needs of stroke patients in various settings of 
recovery. Within the multidisciplinary team, nurses are in a good position to take up 
this crucial role to assess the needs of stroke patients. Identifying the needs patterns 
of patients in different stages of recovery can help nurses to predict the possible 
needs of other patients with similar background and plan relevant care. Moreover, 
the nursing roles can then be identified from the patients' perspective. 
AIM OF THE STUDY 
The aim of the study is to explore Chinese elderly patients' perceptions of their 
health needs following a stroke in three stages of their rehabilitation. 
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OBJECTIVES OF THE STUDY 
• To describe the needs of Chinese elderly following a stroke at three stages of 
rehabilitation; in acute unit, rehabilitation unit and after discharge 
• To explore the importance of needs as determined by the Chinese elderly at each 
stage. 
• To identify any unmet needs as perceived by the Chinese elderly at each stage. 
• > To identify nursing role in taking care of the Chinese elderly at each stage. 
• To examine changes in need in relation to functional recovery during 
rehabilitation. 
DEFINITION OF PERCEIVED NEED IN THE STUDY 
The impact of stroke can effect the individual's physical, psychological and social 
aspects which is also interrelated, so ‘need，in this explorative study is defined 
broadly as “ the perception of a discrepancy between the resources available and 
those required" (Hinds 1985，p.576). Perceived need can then be regarded as the 
subjective perception ofan individual about existing incongruity between resources 
available and those required. Resources in stroke rehabilitation refer to human 
resources originating from family members, friends, patients with the same illness, 
religious groups and health professionals. Tangible resources such as health 
information, therapy, transportation service, aids or financial assistance are also 
included. Although the perceived need of the stroke patient in this study is 
intentionally defined as a broad term to gain a more in-depth understanding, need is 






To explore the rehabilitation needs of elderly patients following a stroke, a 
qualitative research design using an ethnographic approach was adopted in this 
smdy. This chapter will give an account of the research design, sampling, fieldwork 
and data analysis. The ethical considerations as well as issues about validity and 
reliability will be addressed. 
Research Design 
To explore and gain an in-depth understanding of the needs of elderly patients at 
various stages of rehabilitation, an ethnographic approach is used ( Hammersley & 
Atkinson, 1995). As mentioned in the previous chapter, the concept of need is in 
itself complex as it is the subjective perception of an individual. Lidividual need is 
influenced by specific contexts, situations and culture (Orr, 1985). With the purpose 
of identifying the specific needs of stroke patients in Hong Kong from their own 
perspective, this exploratory and descriptive study has adopted a qualitative design 
and has drawn on the assumptions of ethnography to guide data collection and 
analysis. 
Ethnography not only aims at gaining the experience or views of a person or a group 
but is also concerned to gain better understanding about the influence of the contexts 
on the phenomenon (Hammersley & Atkinson,1995). According to Hilton (1987)， 
an individual tends to interpret situations and to behave according to their own 
understanding and interpretation of each situation as situations change (Mackenzie, 
1992). Hence, it is important to carry out the research where the phenomenon 
occurred, in the natural setting of the ward and community in order to better 
understand the behaviour and 'capture realism’ (Field & Morse, 1995). During stroke 
rehabilitation, the needs of elderly patients may alter as both the physical and 
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psychological conditions of patients are likely to change across time and when the 
patients pass through various settings; the acute ward, rehabilitative ward and in the 
community after discharge. 
Culture is a further influencing factor. Although the resulting disability of stroke is 
similar in all societies; the priorities, interpretations and expressions of need will be 
affected by Chinese up bringing and family values and the sub-culture of the health 
system in Hong Kong particularly among the elderly population. In contrast to 
Western populations who focus on ego-centred need, Chinese people have a strong 
emphasis on collectivism，that is social need being regarded as of greater 
significance than individual need (Bond, 1995). Hence, Chinese people traditionally 
are less likely to express individual need. The importance of taking care of sick 
elderly in the family within the Chinese culture has been greatly influenced by a 
decrease in family network in recent years (Ngan, 1990). Many young people have 
emigrated leaving their parents living alone in Hong Kong. Even though there is 
encouragement of patient's rights in the local health care system, since the 
establishment of the Hospital Authority, elderly people are usually not well educated 
and unable to express their concerns and needs in public. It is thus important to 
examine the needs of elderly patients adopting an ethnographic approach. 
To establish an holistic view of the phenomenon using all senses such as sight, 
hearing, and feeling is equally significant (Fetterman, 1989). As defined by 
Hammersley & Atkinson (1995), ethnography is “ a particular method and in its most 
characteristic form it involves the .ethnographer participating, overtly or covertly, in 
people's daily lives for an extended period oftime, watching what happens, listening 
to what is said, asking questions-in fact, collecting whatever data are available to 
throw light on the issues that are the focus of the research" (pl). i i this way, the 
researcher gains a greater depth of understanding about the needs of patients by 
observing, making fieldnotes, asking questions and listening to informants. 
-=.. ‘ 
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Summary of Data Collection 
This study began with preparatory fieldwork in order to understand the contexts of 
rehabilitation and to collect baseline data to determine appropriate sampling. The 
main data collection method was interview. Merviews were carried out with 15 key 
informants during three stages of rehabilitation. With the objective of looking for any 
change in need in relation to functional recovery during rehabilitation, functional 
recovery was also assessed using the Barthel Lidex at each stage. In addition, 
observations of the setting and non-verbal information from the key informants were 
noted. The data collection steps are summarized in Figure 3.1. 
Preparatory Fieldwork 
Early fieldwork is essential in all ethnographic study as it allows the ethnographer to 
gain information in order to focus the scope of study and increase the sensitivity of 
the researcher about the settings, perceptions and feelings of the population to be 
studied (Eckert, 1988; Fetterman, 1989; Hammersley & Atkinson，1995). It is also 
concerned with providing valuable information in selection of representative settings 
or places, people and time. Appropriate sampling reduces threats to validity and 
relevant categories are likely to be developed (Field & Morse, 1995). 
A general picture of local stroke care in rehabilitation setting was obtained in the 
preparatory period. Three local hospitals in geographically different locations in 
Hong Kong which provide rehabilitation care to stroke patients were visited. Nurses 
working in the above units were interviewed informally. These visits and interviews 
gave useful information for the selection of appropriate place for this study. Such 
fieldwork provided information about the usual clinical path of a stroke patient, the 
admission rate of stroke cases, age and gender distribution, the routine care, the 
average length of stay of stroke patients in the setting as well as the usual destination 
after discharged. Observational notes taken about the ward profile, activities of 
patients and staff in the ward at time of interview then give a better understanding of 
the contexts. 
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Based on this type of preparatory data，the researcher is able to make initial 
sampling decisions. Sampling in ethnography includes selection ofplace, people and 
time (Hammersley & Atkinson, 1995). 
Sampling of Place 
The basic principles of sampling are appropriateness and adequacy (Field & Morse, 
1995). Jn selection of place, these principles refer to the choice of a place(s) or 
context(s) in which the phenomenon of interest takes place with adequate 
occurrence. The choice of setting in this study is a place where rehabilitation of 
stroke patients occurs and where there are a sufficient number of stroke patients to be 
studied. Certainly, qualitative study does not emphasize generalization by using large 
sample sizes. 
With the aim of selecting a representative setting for studying the needs of stroke 
patients, three major public hospitals serving a large population of people on the 
Hong Kong side，Kowloon side and the New Territories with provision of 
rehabilitation care to stroke patients were examined during the early fieldwork phase. 
Nurses working in the three public hospitals were introduced by friends of the 
researcher and interviewed either by phone or in person. Verbal consent was 
obtained from all nurses prior to each interviews. None of the interviews were audio 
recorded and only relevant notes about the rehabilitative approach in stroke care, 
mode of health education delivered to patients and the types of nursing staff working 
in the three rehabilitative settings were jotted down for comparison. A summary of 
the commonality and differences among the three rehabilitation hospital with stroke 
services is listed in Appendix X. 
On comparing the three hospitals, all the three hospitals with rehabilitation service 
have adopted a multidisciplinary team approach, comprising of physician, nurse, 
physiotherapist, occupational therapist, speech therapist, psychologist (if indicated) 
and social worker. Provision of intensive therapy to patients is emphasized in these 
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settings in which patients receive therapies both in the moming and in the aftemoon. 
Family involvement is encouraged in all the above settings and the visiting hours are 
all ranged from 8 a.m.- 8 p.m.. Health education in stroke care is given to patients 
but the strategies are different. 
The only differences in the three hospitals are the physical environment and the 
health educational strategies delivered to the stroke patients. Hospital B delivers 
health talk covering more aspects than Hospital A and Hospital B at the time of 
interview, ln hospital B, there are professionals from different discipline to give 
health talk to patients which include doctors, physiotherapists, occupational 
therapists, dietitian and nurse. But both Hospital A and Hospital C have mainly 
nurses, physiotherapists or occupational therapists giving the health talk. The 
physical environment which refers to the ward setting, bed spacing and size of 
therapy room in Hospital C is more spacious than those available in both Hospital A 
are Hospital B. 
Exact figures concerning the admission rate of stroke cases in these hospitals are not 
known. However, they are all major hospitals serving large populations in the 
community. Thus, the admission rate of stroke cases in the three hospitals is 
expected to be high and similar as patients following a stroke are usually first 
admitted into the major hospital within the district. Therefore, there is no major 
differences found in any of the above rehabilitation hospitals providing stroke care, 
each would provide a representative setting. 
Under the constraints of limited resources and time available for conducting an 
ethnographic study by a single handed researcher, Hospital C is chosen as offering a 
representative place for stroke patients in this study. There is ease of access to 
hospital and to those discharged home as the researcher lives nearby. 
According to the preparatory fieldwork, patients following a stroke are first admitted 
., to the acute ward with an average length of stay of approximately three to four days. 
They are then transferred to the rehabilitation ward ranging from two weeks to a few 
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months. Upon discharge, the majority of patients went back home. Review of 
literature indicates that examination of the need of stroke patients was fragmented in 
only one stage of rehabilitation and different types of needs were highlighted as 
important in either stages. Change in need during rehabilitation is thus expected. 
With the assumptions that need of stroke patients may change as it can be influenced 
by the contexts of where rehabilitation takes place, sampling across place is 
indicated. Therefore, patients are best recruited and approached in the three settings 
which include the acute ward, rehabilitation ward and after discharge home. 
Interviewing patients in the acute ward is excluded as it is believed that patients can 
tell what they need only when they have passed through the stages. Furthermore, 
their length of stay in the acute ward is often short and both the physical and 
psychological state of most patients may not be stable enough to answer interview 
questions. Besides, the ward environment is also acute and crowded with patients 
that is not a suitable context for collecting personal data such as needs of patients. 
Samplingof Time 
The timing is mainly determined by the time when the patient is admitted to and 
leave the rehabilitation setting. Interviews were best carried out as soon as possible 
after their experiences in the three stages of rehabilitation. To catch the informant at 
the right timing, staff in the ward informed the researcher whenever there were new 
cases admitted and diagnosed with stroke as well as the date when those recruited 
informants were planned for discharge. At the same time, the researcher also went to 
the ward regularly every two to three days to check for new cases and the date for 
discharge. 
Jn this way, informants were approached within the first week after they were 
admitted to the rehabilitation ward to reveal their needs in the acute unit. 
Subsequently, they were visited in the ward again one week before discharged and 
one month after discharged in their homes to review their needs in the two settings 
respectively. During each visit, important issues identified in previous interview 
^ were raised again in subsequent interview. Routine care and activities obtained from 
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fieldwork enable the researcher to select appropriate time to approach patients and to 
decide on the ideal length of each interview. 
Sampling of People 
The use of purposive sampling can assure recruiting key informant who will give 
answers to the research question (Patton, 1990). Key informants of this study are the 
elderly patients who have the experience of having a stroke and are willing to 
express their needs to the researcher. A total of 15 informants fulfilling the following 
selection criteria were recruited from Hospital C. Three interviews were carried out 
with each informant except four informants who dropped out. The selection criteria 
is listed below in table 3.1. 
Table 3.1 Selection criteria of informants 
Chinese 
Age>60 
Diagnosed with first stroke, as indicated in the medical record 
Mentally grossly alert and conscious，screened by researcher 
Able to communicate verbally with the researcher, including those have speech problem 
Free of any debilitating disease, not too ill 
Selection criteria 
-Chinese 
It is assumed that the beliefs, values and thoughts within ah' ethnic group are distinct. 
As this study aims at finding out the needs of Chinese patients, only those patients 
whose place of birth is either in China or Hong Kong and who have lived locally for 




The cut off point to define an elderly person is set at 60 in this study. From the 
medical perspective, biological decline of body functional starts usually at the age of 
40 to 50 onwards (Harrison,1987). The social definition of aging in Hong Kong can 
be reflected by reviewing the general retirement age and social services for elderly 
patients. Locally, the retirement age in most organizations is 60 and the Old Aged 
Allowance is granted for those who are aged from 60-69. Apart from the above, age 
of 60 has been chosen as the cut off point partly based on the statistical finding that 
most stroke victims were elderly people aged 60 and over (Woo et al, 1992b; 
Mathewson, 1995). Moreover, 40% of bed occupancy rate with chronic illness 
including stroke cases were elderly people aged 60 and over (Hong Kong Report, 
1993). 
-First stroke 
The main reason for recruiting only those patients following a first stroke was to 
avoid the influence of past experience. It is believed that past experience particularly 
of unpleasant events may affect the individual in interpreting similar experience 
which occur later and under similar situation (Baron, 1992). For instance, when a 
patient perceives they have been neglected by staff in previous admission, he or she 
may perceives that staff do not welcome questions and the information need may 
remain unexplicit in subsequent admission. To prevent interpretation of recent 
� experience being superimposed by past experience, only first stroke patients were 
included in this study. 
-Mental state 
Collecting relevant and reliable data from the informant is crucial in all research. 
Only those informants who are conscious and mentally alert are believed to be able 
to give a good account of their views concerning the phenomenon of interest. A 
simple test to check the mental state and consciousness level of patients was carried 
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out by the researcher. In the test, the researcher asked about the name, orientation of 
time and place of the informants. Furthermore, review of patients'diagnoses, health 
history, mental and psychological state were used to double check for screening 
representative informants. 
-Able to Communicate 
Th'ose patients who have aphasia due to stroke as well as those who speak in special 
dialect should not be neglected. Based on this belief, the researcher recruited all 
stroke patients following a first stroke including those who have communication 
problem such as slurring of speech and dysarthria. Nevertheless, they should at least 
be able to communicate to a level that the researcher can understand. 
-Co-morbidity 
Those patients who had debilitating co-morbidity as determined by medical 
diagnosis were excluded because their physical state, including the level of 
consciousness and the psychological state, may be such that they are not stable 
enough to be interviewed. Furthermore, other symptoms may influence recovery. 
Fieldwork Procedures 
At the beginning of each field visit, the researcher examined the admission record to 
check the number and placement of all first stroke cases. The diagnosis, cognitive 
and physical state of any potential informants were then checked and reviewed in 
patients，records. Afterwards, all potential informants were approached by the 
researcher to confirm their physical and cognitive states through observation and 
talking to them before making the final decision about the appropriateness of 
recruiting the patients as key informants. The perceived needs of patients in the acute 
phase, rehabilitation ward and in the community after discharge were reviewed using 
semi-structured interview at different time intervals; one week after admission to the 
rehabilitation ward, one week before discharged and one month after discharged. 
• y 
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Observation during each interview was used to help the researcher to note all non-
verbal behaviours of the informant in the interview and to make brief notes of the 
context. 
Gaining Access 
As continued access is essential for fieldwork, gaining cooperation from ward 
managers who are the gatekeepers was an important step. Following approval, the 
researcher met the ward managers in charge of the four medical and geriatric wards 
with stroke cases. The main purpose of meeting the staff was to establish a 
relationship to maintain co-operation for conducting research in the wards and 
encourage staff to let the researcher know of any new admission of first stroke cases. 
At each visit to the hospital, a copy of the approval letter from the Hospital Chief 
Executive was shown to the staffbefore approaching any stroke patients and review 
of patient's records. Furthermore, all staff regardless of rank were greeted each time 
to show courtesy and to build up a harmonious relationship to maintain continuation 
of the study. Nevertheless, it is of equal importance to maintain marginality as the 
researcher does not want the participants or patients to misunderstand the role of 
researcher and the purpose of the study in such a way that introduces any threat to the 
validity of the study. 
Ethical Considerations 
Ethical approval was first obtained from the Faculty of Medicine of the Chinese 
University of Hong Kong (Appendix T) before applying for access in both the main 
and pilot study in Hospital C. An application letter (see Appendix H) for gaining 
approval to conduct the study and review of patient's record together with a 
summary of the study proposal with both Chinese and English written consent (see 
Appendix ffi) were sent to the Hospital Chief Executive. Upon the request from the 
staff of Hospital C, the questions to be asked in the interview guide were sent to the 
� hospital for screening by the Research Committee Board of the hospital. After 
• / 
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waiting for six weeks, approval for conducting both the pilot and main study was 
approved by the Research Committee Board of Hospital C. 
All informants were encouraged to participate in the study on a voluntary basis with 
either verbal consent or written consent obtained prior to each interview. Consent 
forms written in both Chinese and English were available for informants as 
reference. Detailed explanation of the aim of study, issues concerning confidentially, 
anonymity, as well as the informants' rights to withdrawn at any time in the 
interview were highlighted. Consent for taped-interviews was obtained before 
conducting the interview and the tape after transcription and translation was erased. 
Privacy was enhanced by interviewing the informant in a private room. Informants 
were encouraged to choose the best time to carry out the interview. In this way, 
disruption in receiving therapy and visitation could be avoided. 
Data Collection Instruments 
A summary of the data collection steps is noted in figure 3.1. 
Use of semi-structured interview 
Language is the most important source of ethnographic accounts, it has capability to 
describe, explain and review views on any aspect of the world (Atkinson & 
Hammersley, 1995). Perceived need is subjective and differs amongst individuals. 
However exploring such concepts using structured interview with predetermined 
ideas may limit the depth and breadth to be discovered in the topic, ln this study, 
interviews using a semi-structured interview guide with mainly open ended questions 
was used to explore the perceived needs of the elderly patients who have had a stroke 
(Marshall & Rossman，1991). Use of open ended questions facilitates the 
interviewer to explore the perception of others without presenting determined ideas 
(Patton, 1990). 
‘ • , 
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A semi-structured interview guide (see also Appendix V) was developed based on 
previous literature about the needs of stroke patients (Anderson et al, 1993; Brandriet 
et al, 1994; McLean et al，1991; Pound et al, 1994; Pound et al, 1995; Wellwood et 
al, 1994). The use of an interview guide with a list of questions enabled the 
researcher to cover similar topics in interviewing a group of people (Patton，1990). 
For this study, areas of focus in the interview guide included problems encountered 
after experiencing the stroke, level of satisfaction of needs met, existence of any 
unmet needs and the personnel who is ideal for meeting their expressed needs at 
different time intervals. 
Use of the Barthel Index 
One of the objectives of the study was to describe the pattem of change of functional 
recovery and explore links with perceived need during rehabilitation so as to enable 
nurses to predict a possible pattem of need and hence further improvement of stroke 
care. However, comprehensive assessment of functional recovery was not necessary 
for the purpose. Since the Barthel fedex (Mahoney & Barthel，1965) has been used in 
the hospital as one of the indicators of functional recovery it was chosen as the tool 
for objective assessment. The Barthel Lidex has established well reliability and face 
validity as a tool for measuring the ability of an individual to carry out daily 
activities either using observation, or questioning in various settings with reliability 
greater than 0.80 and high inter-rater agreement of 0.90 (Wade, 1992; Wade & 
Collin, 1988; Collin,Wade, Davis & Home，1988; Yeo, Fleior & Lincoln，1995). � 
This tool is simple, easy to administer and it takes about ten minutes to complete. 
At each interview, the functional state of each informant was assessed by the 
researcher using the Barthel tidex by directly asking the informants about their 
abilities in carrying out daily activities. The tool contains ten items (see Appendix 
Y^. The Barthel lnd&x is able to detect changes in rehabilitation following stroke 
(Wilkin, Hallam & Doggett，1992). Although it is limited in responsiveness to detect 
small functional changes, it is a sufficient measure for the purpose of this study. 
、 
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Figure 3.1 Steps in data collection 
,，_y "/ r ^^ /*^ ><>-^ >?>^ 二7'』 »^~^ 卵:^ *^ ^ *"^> ^  ^  
£pnMcmmmms^^J 
. S S " ^ M • , 
i i = . ^ ¾ ! ] . ^^ 
^ M r - 4 f . . ^ W 
二 二 ） s p : = s r s p L : g e ) : 
. + . 、 m ^ ^ ^ K * f 9 ? % 
ObservaJnduriag - Observationduringeach Observationduring 
eachinlerviewto intcrviewtorecordnon- eachinterviewto 
recordnon-verbal * 働 叙 & 禱 麵 ; : : 1 recordnon-verbaI 
cues. 删 . 
i ^ 2 i ^ : : i ; : f E ^ i X j L 2 i i ^ a : 2 ^ i J 二^：：^^^一。….“.-
Data Analysis 
The results of analysis and interpretation of interview data comprised the main 
findings. The end point was conceptual categories describing both the major and 
specific types of need as perceived by elderly patients following a stroke in different 
settings. The extent to which needs were met within the categories is noted. Unmet 
needs are then listed according to the patients perceptions of their importance. 
Henderson's concept of an individual with physical, psychological, social and 
spiritual, was used as the conceptual framework for ordering data and developing 
major categories and interpretation of findings. Conceptual categories in this study 
are thus groups of concepts linked together logically in terms of need of patients. Jn 
addition, the scores obtained from the Barthel Mdex were also analyzed to describe 
the change in functional recovery during rehabilitation and to explore tentative links 
between perceived need and functional recovery. Data from the fieldnotes was used 
to interpret the interviews in relation to the setting. 
^ - . 
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Analysis of Interview Data 
Since there are no standard rules for analyzing qualitative data, it is essential to use a 
systematic approach (Hammersley & Atkinson，1995; Mackenzie, 1994). Jn this 
study, the analysis process consists of four phases they are, managing of data, 
ordering of data, development of categories and interpretation of findings. Interviews 
were analyzed separately to the Barthel tidex and then subsequently examined 
together to note any relationship during recovery. Details about the steps in data 
analysis will be described in the following section (see also figure 3.3). 
Managing the taped interview data 
Transcriptions and translation of the interview data is the initial step. The interview 
data was transcribed and translated verbatim in one step by the researcher. Cues 
including change in tones, gestures, special event occurring and pauses were all 
noted using the data from the fieldnotes in the translated scripts. The written 
transcript was presented with both wide margins for coding and noting initial themes. 
All interviews in the main study were transcribed and translated by the researcher to 
maintain consistency. 
In the transcription and translation process, it is of utmost important to ensure no loss 
of data either because of missing or poor translation. To reduce threats to reliability 
and to establish equivalence in translation, two interviews in the pilot study were 
selected randomly for checking. After the interview data had been transcribed and 
translated, a researcher who has experience in transcribing and translating interview 
data was invited to transcribe and translate the two selected interview data 
independently. The scripts were compared and a 90% agreement was obtained. A 
10% disagreement was mainly found in the use of wording and sentence structure 
due to differences in the use of English. 
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Ordering of data 
The coding system adopted in this study can be illustrated in the following example. 
For instance, one of the interviews obtained from the female informants was labeled 
as "FlI lRl" which stands for the first response in first interview of the first female 
informant recruited. “F，represents the gender of informant whereas 'T' refers to the 
number of interview and "R" indicates the sequence of response made by the 
informant in the interview. For the male informant, "M" is used as the symbol of 
male (see also sample of transcript in Appendix DC). This coding system enabled 
emerging themes to be ordered into broad categories with reference to transcripts 
clearly noted so their origin could be located. 
Developing categories 
-Conceptualframeworkfor development ofmajor categories 
Data analysis is based on thematic analysis of the interview data. After a thorough 
review of the interview data, the themes that emerged as broad categories were 
similar to Henderson's concept of an individual with needs in the Henderson's 
biological, psychological, social and spiritual domain emerging. According to 
Henderson (1969), mind and body are inseparable and nurses play an important role 
in identifying an individual's need in the four domains from the patients' perspective 
as well as fulfilling their needs as much as possible (Henderson cited in George, 
1990). The concepts of need in the four domains were broad, Henderson (1969) also 
failed to describe further about the priority of needs and the interrelated relationship. 
Nevertheless, this framework highlights the significance of assessing patient's need 
from their own perspectives in each aspects which was what the researcher intended 
to find out in the study. Henderson (1969) offered a useful framework for 
categorizing data and interpretation in the study. 
� Using Henderson's concept, the needs of elderly patients following a stroke were 
first categorized into the four major categories according to the above four domains 
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which are biological need, psychological need, social need and spiritual need. The 
biological need however was named as physical need in this study covering needs in 
hygiene, elimination, mobilization, nutrition aspects as well as promotion of sleep 
and rest. Psychological need is then regarded as the need for communicating with 
others to express emotions, opinions and fears whereas social need is concerned with 
issues about work and recreation. With respect to the spiritual need, it directly refers 
to the need of an individual to continue religious belief and ritual. 
广 
Although seeking information should be categorized under psychological domain 
with reference to Henderson's concept of an individual, information need was found 
to be so frequently mentioned by the informants and unmet by professionals, it was 
developed as one major category and separated from psychological need for the ease 
of in-depth discussion. To conclude, the five major categories developed according 
to the interview data and based on Henderson's concept of an individual were 
physical need, psychological need, informational need, social need and spiritual 
need. 
-Steps describing development ofcategories 
After converting each taped interview data into written transcript and coded with its 
identification label, categories based on interview data were then developed. To 
ensure objectivity was maintained in the development of categories, the steps are 
described in detail here. 
1. Words, phrase and sentences as mentioned by the informant in the interview 
were the units of analysis. 
2. All interview data was then read repeatedly by the researcher to gain familiarity 
with the data and to determine initial categories. 
3. Major categories were then identified using Hendersons' concept of an individual 
as a guide. 
’ 4. Those major categories developed were conceptually broad. Development of sub-
categories of need helped to detail the concepts. 
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5. Before identifying the sub-categories, a table listing all the major categories were 
identified and its location were used to check and re-check for any overlapping of 
ambiguous major categories. 
6. Then the researcher developed the sub-categories under each major category out 
of the interview data. This time the sub-categories developed were more specific 
and unique without any overlapping with any of the other categories. Only then 
can the needs identified can be described and used for planning effective 
> interventions. 
7. Checking for objectivity in developing both the major and sub-categories again is 
crucial. An independent researcher was invited to look for categories from two 
randomly selected interviews. 
8. The categories were then compared ending up with a 70% agreement in which all 
major categories were identified by both parties. 
9. Needs categorized under each sub-categories were then listed in a table with 
verbatim examples to show clearly its definition. 
10. Needs of each informant at different rehabilitation setting was presented for easy 
comparison and contrast in the later interpretation phase. 
Analysis of the objective data-Barthel Index 
The frequency scores from the Barthel fodex for each patient were plotted in a graph 
to look for the direction of functional recovery either improvement or deterioration 
(see also figure 4.1). 
Interpretation of findings 
-Compare similarity and differences in the interview data 
Both common needs and differences among this group of patients were examined 
starting by reviewing the rehabilitation process from two directions. First of all, 
� similarity as well as differences of needs either met or unmet of each informant were 
examined longitudinally from acute settings till discharge within each case. Then 
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both the similarity and differences were examined cross-sectionally at each settings 
across cases (see figure 3.2). 
Figure 3.2 Conceptual approach useH in data anaIvsis 
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-Merging the ordinal data with the interview data 
With the objective to examine the pattern of how need might alter with the change in 
functional recovery during rehabilitation, the needs either met，unmet as well as not 
well met were compared and contrasted with the graph showing the rate of functional 
recovery of each informants during rehabilitation. The researcher identified any 
links or pattern across cases and within cases as well as seeking explanation to 
describe the phenomenon. As a result, nurses can then predict any possible needs of 
stroke patients in each settings with similar characteristics and physical states. 
Summary 
]n summary, data analysis begins with transcription and translation of interview data 
followed by ordering of data, developing categories according to the interpretation of 
the researcher and eventually interpretation of findings. Every step in data analysis 
^ -
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has to be handled carefully to maintain reliability and validity of the findings. Major 
steps in data analysis is illustrated in figure 3.3. 
Figure 3.3 Summary of steps in data analysis 
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Aims of pilot study 
With the aims of testing the semi-structured interview guide as well as detecting any 
unforeseen pitfalls in the interviewing process, a pilot study was conducted from 
April, 1996 to June, 1996. ¾ the pilot study, a total of four informants of whom two 
were female and two were male, were recruited from two wards in Hospital C. 
Data collection procedures 
Based on fieldwork information about the daily routine of the two wards, all patients 
were approached at 5:30 p.m. after dinner and half an hour before visiting hour 
starts so as not to interrupt patients from receiving therapy, nursing care and 
visitation. Research method and approach adopted was exactly the same as planned 
for the main study. Each informant was invited to participate in the study and was 
interviewed three times by the researcher at the first week after admission, before 
discharged, and one month after discharge. Either verbal or written consent was 
obtained prior to each interview and consent for audio-recording the interview was 
obtained. Within the data collection period, six patients refused to participate in the 
study. Of the four informants who agreed to participate, only one refused to be 
interviewed after discharged. Length of interview ranged from 20 to 60 minutes. 
Difficulties encountered in the pilot study 
]n the pilot study, some difficulties were encountered in recruiting informant, gaining 
written consent and interviewing elderly patients. 
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-Patients' refusal to participate in the study 
On recruitment of informants, six patients refused to be interviewed based on their 
worry that the care received might be altered. They were afraid of being identified if 
the interview was taped recorded. Some of them said that they were not feeling 
psychologically stable enough to be interviewed. 
-Handling informant's emotional state 
For those who participated in the study, all informants interviewed were emotional 
and cried in one of the interviews. This helped to prepare the researcher for 
handling the emotions of informants during the main study and for being more 
sensitive in asking informants ‘ questions. 
-Obtaining written consent 
Gaining written consent from the informants proved difficult, the researcher only 
successfully gained written consent from one male and one female informants in the 
first interview. The reasons given for refusal in signing the consent form was that the 
signature might disclose their identify or it might be used illegally. 
-Interviewing elderly patients 
Tapes were reviewed, transcribed and translated into English in order to evaluate the 
researcher's interviewing skill. Difficulties were found in communicating with 
elderly patients as most of the informants were not well educated. Furthermore, most 
elderly patients were inclined to recall their personal experiences and personal life 
events. Re-directing them back to the focus of study was necessary but it is equally 
important to allow them to verbalize their thoughts even though it is sometimes time 
consuming. It may also indicate that the researcher is being accepted by the elderly 
-' informant and therefore is more likely not to give acquiescent responses (Field & 
5 0 
Morse, 1995). It was equally important to maintain marginality with the informant to 
avoid bias. 
Implication of the pilot work for main study 
The pilot study gave insight about the need to refine the skills in approaching 
patients, building rapport with informants, interviewing patients and the approach to 
obtaining written consent. 
-Approaching patients 
t i some cases, relatives refused to let the informant be interviewed even though the 
patients had agreed to participate. Some relatives were too worried about the 
emotional and physical state of the patients, they did not want the patients to be 
disturbed particularly in the first one to two weeks. To increase the chance of 
success in recruiting informants, the time for meeting the informant was shifted and 
the duration of interviews were limited. 
-Building rapport 
Personal appearance is a significant issue in ethnography (Field & Morse, 1995). It 
was interesting to find that how a researcher dressed affected the responses of the 
informants. There were times when the interviewer was mistaken for a medical 
student, social worker and a reporter. Using self as the instrument in qualitative 
research is a dynamic process and the researcher needs to be sensitive during data 
collection (Rew, Bechtel & Sapp，1993). A more professional and mature appearance 
was indicated to gain trust from informants. The researcher had an increased 
awareness-of her image and presentation in subsequent interview so as to establish 
and maintain a trusting relationship with the informants. Self disclosure of the 
researcher about family life as a married woman and having nursing experience were 
� both useful in building trust and encouraging rapport. 
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-Interviewing: Choice ofplace to undertake the interview 
Prior to each interview, it was essential to ensure that the informant was physically 
comfortable and ready. Choice of the place to conduct the interview should not be 
underestimated. Most informants preferred to be interviewed in their bedside for the 
first interview as a trusting relationship with the researcher was not yet well 
established. Providing privacy was still important in some cases as some of the 
informants became emotional and cried when recalling their past experience and 
feelings. Based on experience gained from the pilot study, the researcher attempted 
to first talk with the informant for a short while to develop a trusting relationship 
before starting the interview. Merviewing informants in a private room was still 
encouraged, ln addition, time, encouragement and patience were needed to gain the 
informant's confidence. 
-Interviewing-Skill in questioning 
During the interview, questions had to be rephrased in a more colloquial way to 
enhance the elderly informant's understanding of the questions. The concept of need 
is broad and is not often used among Chinese elderly people in Hong Kong. This 
may be related to a certain extent to their educational level, social status and the 
political structure in Hong Kong. As stated by some elderly patients, they think that 
they are not well educated and are unemployed, so they have no right to seek for 
anymore from the society. Besides, Hong Kong has been a British colony for many 
years, some people tend to obey rules and regulations rather than demanding certain 
things which they need. Before conducting the interview, the Barthel Index was 
administered. This was useful by way of facilitating the informant to think about 
their needs and difficulties indirectly. More pauses to allow the informant to express 
their feeling and experiences was also necessary together with avoiding leading � 
questions. The use of the semi-structured guide was found to be useful in keeping the 
interview discussion on the main issues concerned. 
”》-’ 
5 2 
-Obtaining written consent 
As mentioned previously, some elderly patients did not welcome signing written 
consent in the initial period when the rapport between the researcher and the 
informant has not been well established. Therefore, recorded verbal consent was 
obtained first and then written consent obtained at the third and the last interview. 
Issues of Validity and Reliability 
Reducing threats to validity and reliability is as important in qualitative research as 
in quantitative research (Brink, 1987). The choice of sample, data collection method, 
credibility of the researcher, can all affect the reliability and validity of the study. 
Sampling 
As mentioned before/the threats to validity can be minimized with careful selection 
in sampling which includes selection of place, people as well as time (Field & 
Morse, 1995; Hammersley & Atkinson，1995). The choice of representative 
rehabilitation settings was based on thorough fieldwork examining existing stroke 
care in three of the major public hospitals. To increase validity, the use of purposive 
sampling in order to select key informants who could give first hand accounts of 
their experience was adopted (Brink, 1987). Jn addition, recruiting informants who 
had communication difficulties and those who communicate in a special dialect 
increased validity as the needs of this group of people will be uncovered and reflect a 
more comprehensive picture of the phenomenon. Studying informants for prolonged 
periods has an advantage of building up of trust so that validity can be enhanced. The 
nature of a longitudinal design allows the researcher to cross-check and recheck data 
with the informant say and this further enhances validity and reliability of the data � 
(Eckert, 1988). 
^ , _ 
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The Interview Guide 
Use of the interview guide helped to focus discussions on to the phenomena of 
interest (Hutchinson & Wilson, 1992; Marshall & Rossman, 1991). The interview 
guide was developed based on previous literature about the needs of some stroke 
patients and further assured its validity. To reduce threats to reliability and validity, 
mainly open-ended questions were designed in the interview guide so as to facilitate 
free flow of ideas from informants. Prior to conducting the main study, face validity 
of the interview guide was checked by an expert and tested in the pilot study. 
Barthel Index 
-Validity and Reliability of the Barthel Index 
To ensure accurate use of the tool, skill of the researcher has been tested. Before 
conducting both the pilot and main study, a nurse who has experience of using the 
Barthel Mdex was invited to mark the Barthel fcdex score of two patients. The 
researcher then administered the same tool on the two patients independently. 
Afterwards, these score recorded by the researcher and the nurse was compared, an 
agreement of over 90% was reached. A 10% disagreement was found mainly in use 
ofwording and sentence structure due to individual differences in use ofEnglish. 
The validity and reliability of the Barthel tidex has been well established, the scores 
correlates with tool assessing the motor loss after stroke clinically and it has been 
proved to be reliable using in several rehabilitation settings 0^ade, 1992). 
Credibility of the researcher as the tool 
As the researcher is the instrument to collect data, maintaining consistency in 
interviewing the informants is crucial to ensure gathering of valid and reliable data. 
Early in the pilot study, skill of the researcher in interviewing was developed by 
examining the performance in the pilot study. In the pilot study, a total of four 
informants were interviewed ending up with 11 interviews conducted by the 
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interviewer prior to the main study. All informants were interviewed by the 
researcher to avoid inconsistency in interviewing style. 
Creditability of the researcher includes the ability to build a trusting relationship with 
the informants for gaining valid data (Marshall & Rossman，1991). As mentioned 
above, the interviewer has to be aware of his or her personal appearance, gestures 
and presentation in each interview. Nevertheless, maintaining marginality was 
equally significant as this may affect the internal validity of the study (Brink, 1987). 
The researcher needs to be able to position oneself between familiarity and 
strangeness to avoid imposing any bias (Hammersley & Aktinson, 1995). Hence, the 
researcher maintained sensitivity to the settings and informant in each interview and 
avoided adopting the role as nurse. 
Data Management 
Audio-taping of all interviews prevented loss of data, misinterpretation of findings 
and helped the interviewer to concentrate more on interviewing the informants 
(Patton, 1990). During interview, non-verbal behaviors and events which occurred 
simultaneously were all recorded. On completion of each interview, the interview 
data was reviewed for uncertainty or ambiguous meanings. Li this way, reliability of 
the data can be assured and it is equally useful to check for ideas to be later used in 
subsequent interviews. 
Non verbal cues that have been recorded was then reviewed with the verbal data to 
check the consistency of informant's account. This may help to pick up cues for 
further confirmation or inquiry in subsequent interviews. 
To maintain equivalence in translating the meaning of interview data, two interviews 
were selected randomly from the study to check for the quality of translation. 
Another researcher who has experience in transcribing and translating interview data 
was invited to transcribe and translate the two selected interviews independently. 
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Then the scripts were compared with the researcher's script and a 90% agreement 
was obtained in the two interviews. 
Data Analysis 
Adopting a systematic approach to classify data ensure accuracy and objectivity in 
identification of categories and interpretation improved reliability. A table listing all 
the categories was developed (see table 4.4). The evidence for the categories drawn 
from the interviews is made explicit and development of the conceptual categories is 
clear. This reduces threats to construct validity. The findings from the analysis will 






As the contexts of where rehabilitation takes place may influence the needs of 
patients, a description of the settings and those activities in various settings of 
recovery will be given in this chapter. A summary of the characteristics of the key 
informants including demographic data, functional status as reflected by the Barthel 
fodex score and the average length of stay will also be described. The need of stroke 
patients in each setting has been identified as informational need, psychological 
need, physical need, social need and spiritual need. These major categories of need 
are divided into sub-categories indicating the specific type of need as demanded by 
the informants in different settings. Unmet need identified in each settings of 
recovery will be illustrated. Finally subsequent merging of both the interview data 
and the Barthel Mdex scores demonstrating the pattem of change in needs with the 
functional recovery during rehabilitation will be described. 
Description of Sample: 
Description of settings 
-Summary description of the hospital setting 
]n Hospital C, there are 175 beds for medical and geriatric care, 40 beds for geriatric 
day care and 120 beds for infirmary care. Most of the stroke cases admitted to 
Hospital C are referred from a 720 bedded rehabilitation oriented unit which is the 
only acute general hospital serving a population of about 931,500 in Shatin. Stroke 
cases are admitted to the above care settings based on the condition of the patients. 
For those who have higher potential for rehabilitation, they are usually sent to the 
〜 medical and geriatric unit for rehabilitation. All stroke cases in this study were 
recruited mainly from the medical and geriatric units. 
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Hospital C runs a paired ward system which means that both male and female wards 
are situated on the same side of the building and they share the same staff working in 
both wards looking after about 40 patients in each ward. The staff working in each 
paired ward include one ward manager, four nursing officers, five registered nurses, 
thirteen enrolled nurses and seven pupil nurses. 
Each ward contains five cubicles and two side wards. There are four beds in each 
cubicle and patients who have had a stroke can be assigned to any beds in the ward. 
The bed spacing is about 3 feet apart, spacious by normal standards in Hong Kong. 
General speaking the physical environment of the ward in Hospital C is pleasant with 
a good view of the Tolo Harbour. At the entrance of the two wards, there is a 
rectangular open space of about 200 square feet decorated for dining and recreational 
purposes. A small section of 60 feet is used as the pantry for staff to have tea. There 
are several colour pictures mounted on each side of the wall. Besides, there is also a 
TV set placed on a small table together with several arm chairs for patients. 
Pamphlets that cover all types of illness are also available there for visitors and 
patients. There are two toilets located at the two far ends of the room and each of the 
toilets has side wall bar and is spacious enough for accommodating wheelchair. 
-Summary description ofhome setting 
All informants recruited went back home after discharge. Thus, the home settings 
were different among informants but basically most of them lived with their family 
usually their wife or husband in public housing estate. The living environment was 
found to be similar. Each flat was small, approximately 300 square feet including 
toilet and kitchen. Parks, markets, restaurant as well as a bus station were usually 
nearby and there was a lift and escalator so that most informants did not need to walk 
upstairs or downstairs. 
^ -
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-Summary description of activities that took place in different settings during 
recovery 
As described by the informants, most of the time they were lying in the bed during 
their stay in the acute setting. Routine care was given but limited mobilization and 
activities were offered to informants. Not all the informants were seen by a 
physiotherapist in this stage and the physiotherapist mainly visited the patients for 
one to two times assessing the functional status. 
More therapies as well as activities were organized for informants in the 
rehabilitation setting. Moreover, visitation was encouraged with long visiting hours. 
Various religious groups as well as volunteer workers were scheduled to visit 
patients in theward. Basically life in the rehabilitation setting wasdescribed as more 
occupied than in the acute setting. After discharge home, only a minority of 
informants required post-discharge therapy. However, the social activities of most 
informants were reduced to minimal. (Descriptions of daily activities of informants 
in various settings are noted in Appendix X”。 
Description of informants 
A total of 15 informants was recruited over seven months from July, 1996 to Jan, 
1997. One of the informants died soon after first interview due to cardiac problems. 
Another three informants dropped out after completion of the second interview 
because of migration, loss of contact after discharge and personal reasons. 
Therefore, only eleven informants were interviewed consecutively three times to 
discuss their experiences in the acute setting, the rehabilitation ward and one month 
after discharge. 
There were nine female informants and six male informants. All informants were 
married of whom five female informants were widowed for at least one year and 
〜 there were two female informants whose husband was not living with the informant 
at time of study either due to poor marital relationship or emigration. For the male 
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informants, only one informant lived separately from his wife due to emigration to 
another country. The rest then lived in couples with or without the presence of 
children. 
The age of informants ranged from sixty years old to seventy seven years old. There 
was some variations concerning their length of stay in each settings; and the average 
length of stay in the acute ward and the rehabilitation unit was 7.3 days and 3.5 
weeks respectively. Ten informants suffered a haemorrhagic stroke while the 
remaining five informants suffered an infaract. None of the informants obtained a 
Barthel tidex score below 4 which represents the physical deficit as a result of stroke 
was very severely disabled and was the main reason for sending these patients for 
further rehabilitation. Within the first week after admission to the rehabilitation unit, 
only two informants obtained Barthel iidex score 9 which represented severely 
disabled and the Barthel Mdex scores of the rest of informants fall into the range 
from 10 to 17 indicating that the physical condition of informants varied from 
moderately i l l to mild condition. Considering the body part affected, six of them had 
right side hemiplegia, five had left hemiplegia and one had paraplegia. The rate of 
functional recovery of informants as noted by Barthel Index is shown in figure 4.1. 
Table 4.1 Demographic data of informants 
Gender: Age ~ " Total Marital status: Type of stroke:~~ Area affected: 
range: Mean age: 
Female x 9 60-77 6 ^ Widowed x 5 10 Haemorrhage 6 Right hemiplegia 
Male X 6 Separated x 4 5 Maract 5 Left hemiplegia 
1 Paraplegia 
N=15 
Table 4.2 Average length of stay of informants in different settings 
Average length of stay of Average length of stay Average length of stay of 
patients in the acute of patients in the patient at home 
setting (day) rehabilitation ward (week) after discharge (week) 
、 7.3 days 3.5 weeks 4 weeks 
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Table 4.3 The Barthel Index (BI) scores of informants at various rehabilitation stages 
一 ‘ No. of informants~ No. ofinformants in~~ No. of informants 
in different BI different BI score in different BI 
score range within range one week score range one 
first week after before discharge month after 
admission to the from rehabilitation discharge home 
rehab";tation ward ward _ 
— ? 『 f ^ ^ ^ w ^ ^ ^ ^ w y # t ^ ^ P ^ ^ y * : ^ ^ ^ v •‘ "^^-^¾^^*¾^¾^ 
BI score: 0-4 ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ B ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ B “ 
(Very severely ^ ^ ^ ^ ^ g ^ ^ ^ ^ ^ ¾ ^ ^ ^ ^ ^ 』 
disabled) | ; ^ £ ^ S £ ^ ^ ^ ^ £ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ S ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ — 
BI score: 5-9 2 * ^ “ “ 1 : 
(S everely ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ B ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ M 
disabled) ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ Z ^ ^ ^ H 
BI score: 10-14"~ U) / , , « « ^二各、 ‘ ’ 
(Moderately ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ B ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ H 
disabled) "J^^Mm f^ ^^.J"i^M^.^^.^.?r ^X,,t^...i^., 
BI score: 15-19 3 11 5 
(Mildly disabled) 、 _ 「 ： — 
BI score: 20 ~ “ ^ 3 6 
(Independent) »^^  ^ ^ ^ ^ ^ ^ ^ , : ： 
No.of informants 1 ^ 
^pWg^^ ^^ pMM^M^^ MM 
droppedout: p 感 %^^_,^f^^^,». L 
J ^ N=14 N=11 
Functional Recovery Pattern of Informants During Rehabilitation 
Functional recovery of informants during rehabilitation plotted in graph (see also 
figure 4.1). Functional recovery of informants in the study was generally good 
reaching almost maximum level of independence in three months time. As 
mentioned in the previous chapter, the informants were not interviewed and 
functionally assessed in the acute setting. This graph shows the rate of recovery in 
the rehabilitation setting and after discharge home for one month. Nevertheless, it is 
assumed that differences in functional status of informants at the onset of stroke and 
one week before discharge might not be too great since the average length of stay in 
the acute setting was usually short ranging from 3 to 7 days. 
- Careful examination of the rate of recovery of informants in the two settings of 
rehabilitation reviewed obvious differences among informants. During the stay in the 
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acute setting, the rate of recovery was found to be fastest among those informants 
with highest Barthel Lndex scores obtained in the first interview at the range of 14-
17, intermediate rate of functional recovery then occurred among those whose 
Barthel tidex score ranged from 11-12 and the slowest rate of functional recovery 
discovered to be in informants whose Barthel Mdex scores were lowest ranging from 
9-10. 
One month after discharged home, the highest rate of recovery was found in the 
group of informants with the lowest Barthel tidex scores in first interview. For those 
informants with Barthel Lidex scores ranged from 11-12，the rate of functional 
recovery was similar to that in the acute stay. Since informants with the highest 
Barthel Lidex score had the fastest rate of recovery to almost maximum 
independence within the early stay in the rehabilitation setting, the rate of functional 
recovery after discharged was the slowest, reaching a plateau stage. 
Figure 4.1 Functional Recovery of Informants j _ 
* ^ - ^ M 5 
8^ ^ ‘ ‘ - ^ M 6 
B1 SCORE-1 已1 SCORE-2 巳丨 SCORt=D 
Stages of Recovery 
X axis = Barthel Index Score 
Y axis = Stages of Recovery of Informants 
Remark: 
BI SCORE -1 scores obtained first week after admission to the rehabilitation ward 
BI SCORE -1 scores obtained one week before discharge from the rehabilitation 
- ward 
BI SCORE-1 scores obtained one month after discharge home 
F = Female Informant, M = Male Mormant 
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A Summary Description of the Five Major Conceptual Categories Identified in 
Various Settings of Rehabilitation 
A total of five major categories of need emerged from the interview data is identified 
in table 4.4. ln the recovery process, the common needs identified were informational 
need, psychological need, physical need, social and spiritual need. 
Informational need covered all those data concerning the illness, it's treatment and 
recovery. 
Physical need was concerned with physical care and carrying out daily activities 
such as maintaining hygiene, nutrition, sleep and rest. 
Psychological need referred to the need in gaining psychological support and 
comfort. 
Social need was related to the need to maintain normal social life and social 
activities. 
Spiritual need was regarded as the need seeking for religious support and carrying 
out usual ritual within physical limitations during rehabilitation. 
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Table 4.4 Major categories and sub-categories of need identified 
No.: Major Categories: Sub-categories: 
(Type of need) (Specific need) 
1 Informational Need Cause ofIllness 
Written Information 
Information on Recovery 
Meaning of Stroke 
Physical Recovery 
^ Explanation on Intervention Given 
2 Psychological Need Encouragement 
Reassurance 
Sharing feeling 
Sense of security 
Given respect as an individual 
by provision of privacy 
by giving feedback to patients upon information and 
help seeking 
by being addressed by name and knowing the name of 
staff 
by showing caring attitudes 
3 Physical Need Therapy Need 
Hygiene care including mouth care, washing face and 
bathing 
Elimination Need 
Promote sleep and rest 
Meal 
Mobilization-sitting out or going to toilet 




5 Spiritual Need Maintaining religious life 
Gaining religious support 
-•>.. 
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Description of the Common Needs of Stroke Patients in Various Settings of 
Recovery 
The following section illustrates the needs of stroke patients in various settings 
during their recovery in order of importance. Evidence for the major category and its 
subsequent sub-categories of need identified are given using verbatim examples (see 
table 4.5). The verbatim examples are drawn directly from the translated transcripts. 
The^patients own words as they are translated are used and the verbatim extracts may 
not be grammatically correct. 
Table 4.5 Major categories of need in order of importance 
Acute setting: Rehabilitation setting: One month after 
discharged: . 
1. Informational Need l.InformationalNeed 1. Informational Need 
1. Psychological Need 
2. Physical Need 2. Physical Need 2. Social Need 
3. Psychological Need 3. Social Need 3. Physical Need 
4. Social Need 4. Spiritual Need 4. Spiritual Need 
5.SpiritualNeed 5. Psychological Need 
In the Acute Setting: 
The importance of each major type of needs varied during rehabilitation, ln the acute 
setting, informational need was found to be the most common need followed by 
physical need, psychological need, social need and lastly spiritual need. 
Informational need 
Informational need was the most common need in the acute settings, eleven 
informants expressed the need for information. The specific types of information that 
informants required include knowing the meaning of stroke, cause of illness, stroke 
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recovery process, explanation of physical condition, explanation of interventions and 
medications given by health care professionals. 
The experience of having had a stroke was sudden and none of the informants had 
expected this to have happened. 
‘I feel real bad...indeed...I became like this all ofa sudden. This was 
unexpected..for myself—and no one expect this to have happened. 
There's ..there's no signs before having the stroke"it happened suddenly 
. "eh"I was on my way to work..you can never expect this to have 
happened.'M2fLim3 
Even though some of the informants did anticipated certain type of illness at later 
life, they were not expecting to have a stroke. 
7 did expect that I might suffer from certain illness—such as lung 
cancer but not to become unconscious and having had a stroke： 
M5/Il/R42 
Therefore, informants needed the stroke information to make sense of the illness. 
-Knowing the “Cause of Illness，， 
Jn the acute setting, knowing the cause of illness was the most common 
informational need. A frequency count of unmet need with respect to information 
revealed that seven informants had this specific need and yet this was unmet. Such 
information was expected to be given by the health care professional and most often 
by the doctors. 
^Well, I do need to know some information in the acute setting..J was 
sick like this."I certainly need to know how I became like this： 
F4/Il/R30 
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Although the majority of informants were eager to know the cause of illness, a small 
minority of them did not expressed such a need even though knowledge in stroke 
was minimal. 
7 don't know why I got ^^[Fmstrated]. It makes no difference...to 
know what it is""or why I 've it. I've had the stroke already： 
F2/IlynEll73,I2/R50 
Even though not all stroke patients needed to know the cause of illness immediately 
after being admitted into the acute ward, the findings highlight an area which is of 
great concem to some patients. 
-Knowing about "Stroke Recovery" 
There was also a need to search for information about stroke recovery. Four 
informants said that they needed to know about stroke recovery in this early stage. 
Issues concerning preventive measures and the chance of recovery were pin-pointed. 
‘No one told me about the cause and preventive measures ofstroke. 
I need to know all these： F4/Il/R29 
-Knowing the “ Meaning of Stroke" 
Other than the above need described as significant to the informants, findings 
indicated that elderly patients needed to know the meaning of stroke. Not all 
informants had knowledge about stroke before the accident. And some of them were 
not able to understand information given by the staff about the meaning of stroke 
immediately. 
'Well...I did not know what stroke means....and I didfind a need to know 
more about this: F5Aly^l 1 
、.< 
^At that time, I was told by a doctor about the illness....what it 
means....er..and I really didn't understand that at all……，F9/Il/R44-5 
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During the stay in the acute setting, informants received routine treatment such as 
taking medications and injections together with undertaking a set of examinations 
which include blood taking, X-ray and the CT scan of brain. Mormation giving, 
including explanation about all these procedures was important to informants. 
‘Staffneed to give me the explanationfor taking the medication..and I 
didn't know w/zy�.//iave to take those medication： F8;ai/R54 
Under certain circumstances, explanation on special interventions were required by 
patients especially when physical restraint was carried out. One informant described 
the painful experience of being physically restrained after regaining consciousness. 
His request for toiletting were ignored and no one explained he had a urinary catheter 
in situ and why it caused a feeling of urgency of micturition. 
‘The staff tied up both of my hands...as I woke up, I felt very 
uncomfortable. For an individuaLthe most difficult time is being 
restrained (physically). It was already so uncomfortable lying in the 
hed,...I couldn't even be able to tum position myself. They used the 
bandage to tie me up. They should explain that (physical restraining) to 
me\ [Brushing] Ifelt the urgency to void [Not aware the insertion of 
urinary catheter]...but no one responded to me"or even replied to 
memthen Ifelt very frustrated. They should explain to me"telling me 
"You should not sit up and move..I can give you the bedpan for 
defaecation: Mmi/R95,97,R106-7 
Explanations about physical conditions were equally significant. Another informant 
expressed the need to be informed about their physical state after monitoring for vital 
signs such as the blood pressures. 
‘lt，s very important to give explanation to patient in hospitals (both 
acute and rehabilitation hospitals) ..sayfor example, I do need to know 




Physical need was concerned with hygiene care, mobilization, sleep and rest as well 
as the therapy given. This is the second most common need in the acute setting. 
During this stage, the most common physical need was in hygiene care followed by 
mobilization, therapy and lastly promotion of sleep and rest respectively. 
-Hygiene care 
Nine informants stated that maintaining hygiene care was very important. The 
physical need related to hygiene care mainly covered oral care, washing face and 
bathing. Bathing was highlighted by most informants in the acute setting as the most 
important. 
‘The most important area is hygiene. To a patient, i f s of utmost 
importance to keep patients clean and look into their hygiene need. I 
really think that it's necessary to assist patient in bathing： M3/I3/R112 
t i reality, their needs were hardly fulfilled by staff in the acute ward. 
'Thefirst important is the hygiene care...and no one there—.in the acute 
warcL.did come to ask i f I need that sofar. They only come to my bed to 
give injection and monitoring my blood pressure： F9yI3/R129 
Sometimes, staff did provide bed bath to some informants as compensation and yet it 
was not given regularly. Some informants then sought help from their family 
members to fulfill this need. 
'Mm...Well..thafs important to maintain hygiene..and my daughter 
often came to help me. I then took a bath only when my daughter came 
to see me. I need to take a bath even when I stayed in the acute 




This sorts of help depends on family network and family relationship. If patients 
have no daughters they are not so well catered for. Another major hygienic care 
mentioned by the informants was mouth care and washing face. Nevertheless, not all 
informant's need in maintaining oral care and cleanliness of face were easily met by 
staff especially when important body parts were affected. 
-Mobilizational need 
The second most common physical need was related to mobilization. Most 
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informants claimed that they stayed or lie in the bed very often during their stay in 
the acute ward. 
7 wasforced to stay all the time in the bed or in a chair"and I indeed 
wish to walk around...During my stay in there (the acute ward) no one 
help me to walk...only when my family came, with their help....I can 
walk..andIonly need the assistance ofone man： F7Al/R68 
Six of the informants expressed the need to be assisted to sit out and even to walk 
around. Mormants were not encouraged to leave their bed partly because of staff 
concern's in the prevention of falls. To prevent fall, staff usually put on the bedside 
rails. Some informants felt that this arrangement restricted their range of movement 
and gave them a sense of loss of freedom. They felt like a prisoner. 
‘Mm�/ aZwa:v^y sat up on the bed...as there was the bedside rails�.that 
restricted me to leave the bed, Mm.. I then told the doctor that it made 
mefeel tiredfor lying in bed like this ""cmd it hurt my kneejoints. I told 
him also that it was not goodfor not allowing me to excise my legs..by 
walking around..and it also difficult to void in bed using the bedpan. 
They said that it was not safe for me to come outfrom bed. They said 
that putting on the bedside rails wasfor safety sake"cmd it's hard to do 
exercises with the bedside rails on....Well, Ijust like being in prisorL"No, 
other altemative! I could only did what I could within the limitations： 
M2Al/R54,R73-5 
One of the obstacles identified by informants in fulfilling the mobilization need was 
、 insufficient staff available in the ward. 
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-Therapy need 
According to the informants, only speech therapy and physiotherapy were provided 
in the acute setting. Some of the informants were keen to receive physiotherapy early 
in the acute phase. Two informants were not satisfied with the amount of therapy 
given. 
. 7 don't think that the therapy given is indeed helpfuLand I think that 
it's better to assist me to walk and to practice more. You know, I need 
more time..for having the therapy. They came twicem.For thefirst time, 
the therapist only assisted me to walkfor a circle...that’s it. When the 
therapist came again, he claimed that I've great improvement.‘ 
Fl/llfR12 
-Sleep and rest 
Promotion of sleep and rest was important in the acute setting since most informants 
were still weak physically and not all of them received therapy in the initial stage. 
However, sleeping problems were reported by some of the informants. Li the acute 
stage, four informants experienced insomnia either related to bad mood or the noisy 
environment. 
Due to noisy environment 
7 couldn't sleep well in the acute ward...as there's so much 
noises...patients keep yelling..and I couldn't sleep for the first three 
days. Then I was so tired..that I fall asleep easily afterwards： 
F8A2/R37 
Due to mood 
'Oh...I had insomnia in the acute ward. That must be bad..conceming 
sleeping. You know, I felt indeed very very bad...at that time 
(psychologically). It certainly made me hard tofall asleep. I started to 
sleep well only in recent two days [after transferred to the rehabilitation 
'• ward： M3fLim2 
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Psychological Need 
Psychological need was the third most common need in the acute setting. During this 
stage, the specific psychological needs of informants included sharing of feelings and 
gaining reassurance as well as having a sense of security. Furthermore, caring 
attitudes from professionals was stressed and it was equally important to have respect 
as an individual. Respect as an individual was demonstrated in the way staff attended 
to patients' call, addressed patients and provision of privacy during intimate care. 
Of all the specific psychological needs mentioned above, the most common 
psychological need unmet expressed by informants in the acute stage was to be cared 
for with respect by attending to patients' call. Four out of the five informants who 
mentioned this aspect stated that their need in this aspect was poorly met. 
-Being cared for with respect as an individual-responding to patients' call 
Stroke patients did not want to be dependent on nursing staff. Because of the 
physical deficit due to stroke and restricted family involvement related to the limited 
visitation in the acute setting, informants relied heavily on staff to assist them in 
carrying out daily activities. Moraiants usually sought help from staff by the call bell 
or calling out their needs whenever they saw staff nearby. They wanted staff to attend 
to their call and respond as soon as possible. 
‘Nurses ""they were very good...very very good. Whenever Ipressed the 
call bell, they did attend to my needs immediately. I have never been 
like thiSmdepending on others...what a pity!...I used to be able to walk 
myself： F4>ai/R49 
Mormants shared a different experience in seeking for help and information. It was 
more stressful for those who have communication difficulty as they could not easily 
draw attention from nurses verbally. 
〜‘.+• 
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The need for respect also referred to staff respecting them as an individual in 
delivering care and interventions. 
‘Ek.You know, they (the staff) gave you medication by placing over the 
table and they didn't care ifyou do take it or not. It's up to patients' 
choice. In the moming, that's the same ""they simply placed the basin 
ofwater infront ofyou. They simply told you to do this or that...but they 
don't really care whether you can do so on your own or not. Theyjust 
put the basin of water in front of you..then they ignore you...doing 
> nothingfor you'. FMl/R40 
-Being given respect as an individual by providing privacy 
Most informants in the acute phase were physically dependent on others to assist in 
hygiene and elimination aspects. Nevertheless, one informant stated that privacy was 
not provided by staff during changing of pyjama for patients and toiletting in bed. 
Moreover, it brings out an important issue that a male informant did not want to be 
exposed in front of female staff. 
‘Well，I need to have privacyNthat must be given in the hospitals...in 
acute and rehabilitation ward...Eh...the staff should pull the curtain 
when we were changing clothes or toiletting in bed, so that we won't be 
exposed unnecessary. And there're female staff tocK�too many staff 
present'. M2A3/R130 
-Being given respect as an individual-importance of named staff 
Not only provision of privacy was important but one informant said that knowing 
the name of staff who take care of her is crucial. 
‘Mm....there，re so many doctors in that hospital (the acute 
hospital)..and I really didn't know who was the doctor looking after 
me...unlike in this rehabilitation hospital I know who take care ofme 
here as they do introduce themselves to me....but none of them did the 
same in the acute ward...maybe..J was too sickforgetting everything" I 
need to know the name of staff looking after me—.and I do have a 
practice to memorize their names�name of the health professionals. 
I've good memory. F9/Il>^69 
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-Need for a caring attitudes 
During the acute stage, two informants emphasized the caring attitudes of health care 
professionals on patients' psychological recovery. As perceived by patients, showing 
sympathy, kindness, sending their best regards to patients and a smiling face while 
interacting with patients represented caring attitudes. 
^ ‘For nurses, it is mainly to be kind to greet patients, be kind to look 
after patients....sending them regards..that ‘II be much hetter...ah...do 
not pretend to be so cool!(distant). At least, it should be good to wear 
smiling face when interacting with patients�.rather than showing so 
bitter....showing some sympathy "not to be so cool and apathetic toward 
patients： Mmi>^158-9,R169, 179 
-Sharing feeling 
Being shocked by the sudden onset of stroke with hospitalization, separation from 
family, cessation of work as well as uncertainty about recovery and the illness, 
indicated a psychological need. Under these circumstances, sharing feeling with 
others who can be staff, patients with the same illness or family members was 
important. But staff sometimes ignored their psychological need for sharing feelings. 
‘In the acute hospital."who can I talk to? No one!...no one..nurses were 
husy..er ..the doctor..they just had a look on me when they came to see 
mem.I do need to talk to others at that time...in the acute ward"but there 
wasn't anyone available to share feeling with me’. F3/Il/R90-95 
Communication difficulty was found to influence the sharing of feeling. 
'Mm..I do need to share feelings...but it was just that there was no one 
for me to tum to"and I could not speak welLJt restricts me to express 
myself..and yet I indeed need to share my feelings at that time..in the 




In addition to shared feelings, informants also noted the importance of being 
reassured by others. 
‘They (the staff) often told me that I could be recovered soon and they 
also told me not to worry as there're many doctors to help me...they're 
nice. It was a kind of reassumncc....thcy reassure me. Well, that's 
> helpful and this made mefeel better psychologically.，F4/Il/R37-8 
But the need for gaining emotional support was not often met by staff in the acute 
phase as expressed by a few informants. 
‘Nurscs...iri the acute ward..they simply like workers..who get work done 
only. They only bother to get patient out ofbed..and then..er..they won 't 
do anything morefor patients....they never talk and reassure patients..� 
M6/I3/R102 
-Sense of security 
Deterioration of physical functioning can be very threatening and one informant 
expressed the fear of falling. This highlighted the importance of provision of security 
by ensuring physical safety. 
‘It’s dangerous /,m afraid of falUhafs inevitable for one 
becoming sick like this [Informant failed to walk or sit out himself] 
"•I'm so scared，. M2Hl/R53-5 
Social Need 
Social need was the fourth most common need in the acute setting. Three informants 
mentioned the significance of maintaining social contact. It covered the need for 
maintaining social activities by communicating with others in ward through daily 
interaction with patients or staff as well as during visitation. Entertainment and 
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financial need were also included. Most informants appreciated visitation from 
others especially during hospitalization in the acute phase. 
-Social communication 
Besides having visitation, informants did expressed a need for communicating with 
others in order to “kil l time". One informant uncovered her unmet need in this 
aspect. 
‘Even though I wish to talk to others, no one was available except the 
other patients...the one who was lying next to my bed..in the acute 
ward...we talked using same dialect..and Ifelt better after talking and 
we simply talked about family affairs...our life...and experiences’. 
F2Al/R155-6 
to fact, social need also included need in financial aspects. Concerning financial 
aspects, most informants did not encountered actual financial difficulty except one of 
the male informant who was the breadwinner of the family. He identified financial 
need early in the acute stage. 
Spiritual Need 
The last major type of need was spiritual need and the specific spiritual need was 
mainly concerned with carrying out of ritual during recovery. Among informants, 
two of them were Catholic, Christian and Buddha accordingly. Another three 
informants worshipped their ancestors to bless them with good health, ln the acute 
stage, religious need was often met as informants carried out their religious ritual in 
the ward. 
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-Gaining religious support 
Two informants believed strongly that their religious belief was supportive in this 
crisis. 
7 often pray to have peace and good health....and it's helpful to pray at 
that time"and Ifeel better psychologically： M5Al/R61 
In the Rehabilitation Setting: 
Jn the rehabilitation setting, the importance of each type of major need slightly 
altered. Both informational need and psychological need became the most common 
need followed by physical need, social need and spiritual need. 
Informational Need 
]n the rehabilitation setting, informational need was the most common need. 
Concerning information giving, it was evident that a health talk was regularly 
arranged to all informants in the rehabilitation ward. 
-Knowing "Stroke Recovery" 
During this stage, more informants mentioned the need to know more about stroke 
recovery rather than the cause of illness. They were keen to know all the ways to help 
them to recover completely and gain information about post discharge rehabilitation. 
To most patients, recovery mainly referred to restoration of physical functioning as 
pre-morbid. 
7 really …狄以灯广已^/ to know what or where ..there're things which help 
my hand to be recovered. My left hand is still tired...and I wonder if 
there're things like certain injections and medication which help my 
� hand to getfull recovery.，YAfUmA 
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-Knowing the "Cause of Illness" 
The second most common informational need in the rehabilitation setting was the 
need to know the cause of illness. For those informant whose need in this aspect was 
unmet in the previous stage it was raised again in subsequent stage. They kept asking 
and thinking about "Why me?" for having the stroke. The health talk on stroke was 
delivered to patients by the staff from time to time, so the unmet need in this aspect 
was less severe than in the acute setting. Some of the informants even shared 
knowledge among patients. In this way, they understand more about stroke. 
‘Other patients having the same illness did share information with 
me..and they told me not to takefattyfood： FlfL2/R20 
But there was no guarantee that the information given was understandable to 
patients. Some also disliked the way information was delivered in the format of open 
forum. 
‘Ha..Ha"..[laughter]...there，re many things that I don't understand 
given in the talk...say for example"what's the cause of ^oke�how 
should I know7 I only think that's because ofmy emotions....Ifeel very 
frustrated so I got it. I really don't understand much covered in the talk. 
Er..thafs the talk lastsfor an hour "there're many questions raised by 
patients and answers given out by the staff."You know, I was very tired 
already after having the therapy..so it's hardfor me to, concentration 
especially there're so many people talking:F9fL2fR5Q-52, 
-Needing written information 
Retaining information to ensure better stroke recovery and prevention of relapse was 
significant. One informant expressed the importance of having written information 
for retaining a large amount of data even before discharge home. 
:./，m not well educated, so I may not understand what they tell me. And 
the doctor sometimes keep talking.,.telling me to avoid taking this or 
that..but how can I remember? They should have given me some written 
notes.My granddaughter can read and she then helps me to remember 
information given：' F1A2/R79，81 
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-Explanation need upon intervention given 
Similarly, seeking explanation upon interventions given，medication given and the 
physical condition was still important to some informants. 
Tve asked nurses for more information of the medication given. You 
know, she replied me “ Just take it (the medication)..if it is given". 
That,s it! FM2/R23 
Psychological Need 
Psychological need was also the most common need in the rehabilitation setting. 
More encouragement was needed at this stage for patients to participate in doing 
exercises. Verbal encouragement from both staff and family were found to be 
effective and well received. Nevertheless, provision of privacy was still expressed as 
unmet by two informants. The need of being given respect as an individual remained 
very important and was often found to be not well met or even unmet. The 
environment of the rehabilitation settingwas very quiet but some of the informants 
could not get used to the hospital environment and the need for a sense of security 
was identified. 
-Encouragement 
The most common psychological need was encouragement. Verbal encouragement 
made informants feel better psychologically and they became motivated to do 
exercises as well as participating in self care. Both family and staff contributed to the 
process. 
‘MnL..most often the physiotherapists.".sometimes nurses and the minor 
staffdo encourage meM.they ‘re good..Jhey encouraged me to do more 
exercises. It did help me to feel better and doing exercises more 
frequently. This kind ofencouragement is important： F4/I2/R64-5 
^ 
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-Given respect as an individual by providing privacy 
Provision of privacy continued to be important in showing respect. Two informants 
pointed out that staff sometimes neglect the importance of providing privacy to 
patients while they were assisting patients in bedpan round, changing clothes and 
bathing. 
.‘AL.they (the stajf in rehabilitation ward) didn't provide privacy to 
patients when they change napkins or clothing for us even though 
there，re male visitors here. I f s no good as the others can see us all 
They didn't pull up the curtain or do anything at alL.no privacy given! 
[frustrated] ""it's so embarrassing to be exposed to others…,.Providing� 
privacy is important. That's real bad being exposed in this way/ 
F5/I2/R75-8 
-Given respect as an individual-addressed by name 
Mformants preferred to be addressed by name rather than being called as Tau Pau' 
which represents ‘Old ladies' a term widely used in clinical settings in Hong Kong. 
For the individual, it was difficult to differentiate which patient the staff was talking 
to. 
‘They (the staff) addressed me as Tau Pau'"MnL..address my name is 
better..Jhen I know who they're referring to. You know, all patients 
were being addressed as ‘ Pau Pau'. How can we know who is being 
addressed? I prefer to be addressed by stajf using my name，. 
F9/I3y^54-5 
-Sense of security 
Most informants had not been hospitalized before, they expressed difficulty in 
adapting to the ward environment, the need to have a sense of security 
psychologically，by the presence of others has been highlighted by some informants. 
，, 'In the hospital, it's a very quiet place, I did notfeel so comfortable to 
be in that place. With the presence of my wife, she gave me 
encouragement.....she actually gave me a sense ofsecurity and warmth 
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while I'm in the rehabilitation hospital： M3A3z^88 
Physical security is also important. Two other informants experienced an actual fall 
in the rehabilitation ward and they were in need of physical safety. 
-Sharing feeling 
After transfer to the rehabilitation ward, some informants who had physical 
improvement felt much better psychologically. And yet emotional support was still 
significant. During this stage, two informants stated that their needs to share feeling 
was unmet. 
Physical Need 
-Hygiene care in rehabilitation setting 
After transfer to the rehabilitation setting, physical need was the second most 
common need and the most common physical need was in hygiene care followed by 
elimination need and then the need concerning sleep and rest, therapy, mobilization 
and nutrition. Hygiene care remained the most common physical need and was either 
not well met by staff or completely unmet in the rehabilitation setting. Based on 
fieldwork observation and informants'accounts, routine hygiene care for assisting 
patients to take bath was scheduled once every two to three days. Nevertheless, eight 
informants were not satisfied with the care given. Some of them relied on their 
family members to help instead of being assisted by ward staff. 
'My daughter does assist me better than the staff...as the nurseswash 
me too quickly ".in a very short period of time..and I really don't like 
that： F7/K/R76 
“ ^ . . 
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Sometimes, informants did not welcome staff to help simply because they did not 
want to be exposed in front of others. 
'MnL"eh"Ifeel embarrassedfor someone to help me in intimate care....I 
can't stand any pain or suffering ..and I dislike being exposed when 
taking a bath…“For taking a bal"I�e never being helped by the staff 
in the two hospitals (both acute and rehabilitation hospitals): 
F9A2/R28-9 
Sofne informants refused to be helped by staff and they then sought help from their 
family. Male informants also encountered embarrassment as they were usually 
assisted by female staff in bathing. Although there was male staff in the ward, there 
was a limited number of staff available in each shift. 
‘The experience of being assisted by others the female s t a f f � . a h j e 
(male patients) all felt very embarrassed inside..it's hard to tell and I 
was not used to have those…,.young ladies ..aged twenty something to 
assist me...in bathing...that's very embarrassing. There 're some male 
staff..but there was only one to two male staff..how canthey help us to 
take a bath. They mainly helped in ambulating patients in and out ofthe 
toilet.，M2>a3/R82, 85 
Of all the male informants, only three of them refused to have help from the female 
staff and one informant was physically well enough to self help in bathing. In the 
rehabilitation setting, major hygiene care mentioned was related to bathing and 
family involvement and staff assistance were significant. Mouth care was 
emphasized by one informant but it was found to be unmet. 
-EUmination need 
Going to the toilet was the second most common physical need in the rehabilitation 
setting. Six informants expressed that this need was not well met and even unmet by 
staff as they let patients waited for a prolonged time before taking action. 
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'Mm..mm...sometimes.,.I wake up suddenly as I got the urgency to 
void..to open boweLand I requested to go to the toilet.../ pressed the 
call bell to seekfor helpmNo stajfnoticed that"and when they noticed 
that...they kept telling me to wait..J've waitedfor an hour ".that's really 
made mefeel bad...You know, it's so difficult to wait having urgency\ 
F4/I2/R8 
Even though staff did answer their call, some informants were left alone in toilet for 
ten to thirty minutes. 
‘When Ifeel the urgency..then I seek for helpfrom staff, itoften takes a 
long time to have them respond to my need. Afterwards, they assisted 
me to go to the toilet, eh".[sighed]."no one comes to pick me up even 
though I informed themfor more than ten minutes....twenty minutes..No 
one attend to my need...thafs indeed very troublesome"..thafs the most 
troublesome thing. I have constipation so often as I try not to defaecate 
because ofthis: M5fL2fR33 
Some informants then seek help from their family and hold urgency to mictuate until 
their family visit. 
‘Mm I've to keep the urgency to void till my family member...my son 
came to assist me to the toilet. You know, they're myfamily member. I 
really don't want to bother nurses..to have them assisting me..but I 
cannot control that sometimes if Fve got the urgency. In this aspect, 
staffcannot meet my need by attending to my call： M6A2/R44 
-Sleep and rest in rehabilitation setting 
The third most common physical need in this stage was concerned with promotion of 
sleep and rest. Five informants experienced insomnia. One informant had insomnia 
due to noisy environment of the ward. Another informant had physical problems 
which affected her sleep. 
*•办,. 
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Two informants pointed out the influence of nighttime ward routine on their sleeping 
pattern. 
‘Eh..I sometimes woke up at midnight. The staff comes to my bed to 
wake me up at ahoutfour or five o'clock in the moming...to monitor my 
body temperature..and the blood pressure. I'm being waken up for 
checking my body temperature atfive o 'clock in the moming. You know, 
I also got diabetes..and they then wake me upfrom time to time to check 
the blood sugar level I 've no choice. I can't refused to have them 
> monitoring my body temp"or to measure this or that. You know, i f I ‘m 
hospitalized then I've to obey them： F3A2y^55-6 
Another informant uncovered pitfall in hospital policy on visitation. 
‘In the rehabilitation ward, I could only sleep for two hours at night 
time. The first night, there's a child keep yelling...very hudly—that 
made me difficult to fall asleep. You know, there's no restriction in 
visitation. The nurse asked me why couldn't I sleep and actually that's 
because ofthe child...running around: F7A3/R102-3 
-Therapy need in rehabilitation setting 
Therapy was the fourth most common physical need in the rehabilitation setting. 
Both occupational and physiotherapy were offered to patients in weekdays. On 
average, each informant had about two to three hours therapy time daily except 
Saturday, Sunday and Public Holiday. Nevertheless, two informants highlighted 
unmet need in gaining an appropriate amount of therapy. 
-Mobilizational need in rehabilitation setting 
Physical improvement occurred in most informants and their physical need in 
mobilization need decreased subsequently as they physically improved. Within the 
stay in rehabilitation ward, mobilization need was the 丘他 most common physical 
need and it was usually met either by staff or family members. Only two informants 




-Nutritional need in rehabilitation setting-meal 
Nutritional need was concerned with the amount of time given to eat a meal as well 
as distribution of meal. One informant stated that the meal was usually sent to those 
patients seated in the multipurpose room, ln addition, it was often cold when it 
reached the patients. 
� ' Y o u know, they distributed the meal the last to us all the time..when we 
seated in the visiting room. When they collect thefood tray, they come to 
usfirst and we have less time to eat.and you know...some ofthe patients 
need to take extra time tofeed themselves： M2/I3/R140 
Social Need 
]n the rehabilitation setting, social need was found to be the third most common 
need. Regular visits by religious group and volunteer workers were scheduled and 
most informants were pleased with these visitors. 
-Social communication 
Family and friends visitation were still important. 
'Sometimes, my relatives visit me...myfriends...the neighbors in the Old 
Aged Home ..also come to see me...I thenfeel less lonely. My relatives, 
friends andfamily memhers...and the volunteer workers do come to visit 
me..and take me to the park"where there's fresh air...I enjoy very 
rnuch.'Vimme 
-Need for entertainment 
Despite visitation, the need for having activities as entertainment was uncovered. 
Usually, informants were not occupied after the afternoon therapy during weekdays 
and they had more free time on Sunday and public holiday as no therapy was 
available in those days. 
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Some of the informants described their life in hospital as boring and indicated the 
need to have entertainment to 'kill time，. 
‘Nothing ".there's nothing elsefor me to do ."except the exercises�.in 
here (rehabilitation ward) and I ".eh"I reallyfeel very boring staying 
here...There，s nothing to do in here.. Well, I need something to keep me 
feel more refreshed not so boring ..hut they have not helped me...I really 
need something to entertain me so that I won't feel so boring： 
F7A3/R124-5 
Some staff encouraged patients to do leisure activities during weekend and holiday. 
-Financial need 
The informant who had financial need in the acute stage also had financial difficulty 
in the rehabilitation setting. 
Spiritual Need 
Spiritual Need was the fourth most common need in the rehabilitation setting. 
Religious groups were allowed to approach patients in this setting. During the stay in 
the rehabilitation ward, the spiritual need in rehabilitation setting was similar to 
those in acute setting except that one informant shifted her religious belief. 
After Discharged: 
Only eleven informants were interviewed one month after discharged and they all 
went back home. Only a minority of them continued to attend post-discharge 
rehabilitation provided either by the Geriatric Day Hospital or other rehabilitation 
centers within the district where they lived. The ranking of need at this stage was 
much different than in the previous setting but informational need remained the most 
common. Social need became the second most common need followed by physical 
〜 need and spiritual need accordingly. Liformational need was the most common 
unmet need at this stage followed by social need, physical and spiritual need. 
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Informational Need 
After discharged home, informational need was found to be the most common need. 
This time informants were mainly concerned with the informational need about the 
cause of illness and stroke recovery. 
-Knowing the "Cause of Illness” 
Three informants were still struggling with the reasons for having the stroke. The 
cause of illness was demanded and yet unmet after discharged home. One informant 
even stated that it made him feel unsafe psychologically for fear of having another 
attack in the future. 
-Knowing ‘‘Stroke Recovery" 
Getting to know more about stroke recovery was emphasized and three informants 
stated that such need was still unmet after discharged home. They were still 
expecting to have such information. 
‘They (staff) simply give me little information about stroke 
recowry"j"ey told me about dietary controL..not to take fatty 
food...solely talked about things like this. And I need to know more ".the 
way to prevent relapse., M4A3;^33-5 
Unmet informational needs with respect to the above two aspects were found after 
discharged. Informant kept asking those answered question raised in previous stage. 




Social need was found to be the second most common need even though the social 
life of most informants changed. Some of them became less active in the community 
while a few of them even had no social life. 
'Eh".after dischargecL"my social life ...has stopped"as I can't visit my 
friends like this now： M5/I3/R35 
The specific social need after discharge included transportation, maintaining social 
communication and financial help. 
-Social communication 
Considering social communication with others, two informants encountered some 
difficulties. One of the informant still had limited communication with neighbors due 
to persistent speech problems. 
7 try to speak less�with my neighbors...You know, I cannot speak well： 
M2/I3/R42 
Another informant had unmet need in communication with family members as they 
were not able to talk with her at home. 
'My grandchildren are no good...when they come home...they simply 
watch TV or play TV game..that's it..I have got no one to talk ra../z^?w 
can I find someone to talk to then ？ Living here, everyone locked up their 
doorsNthe relationship with neighbors is not too good.，[She was 
widowed] F2/I3/R93-5 
-Financial need 
The only informant who had financial difficulty had his financial need finally met by 
help from the Social Welfare Department and his friends. 
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-Transportation need 
Social services provided transport for the informants to continue receiving out 
patient rehabilitation therapy. Five informants continued to have further 
rehabilitation either in the Geriatric Day Hospital or the Physical or Occupational 
Out Patient Department. 
There was often a delay in transportation service to attend day center for therapy. 
‘They (the staff) arranged me to have exercises every Tuesday and 
Friday. Ek"eh..rm referred to have the therapy at the Geriatric Day 
Center of the rehabilitation hospital I was told to prepare myselffor 
going out early at halfpast seven in the moming but I always have to 
wait till half past ten ...then the ambulance comes finally reached the 
center at eleven • It's already time for lunch. I think that the time for 
doing exercises seem limited in this way and yet I need more time to do 
cxcrciscs...that,s very helpful for my recovery...the exercises are 
good..and I wonder why I need to waitfor three hours each time to get 
there.'M6n3/R2l,26 
Physical Need 
Physical needs was the third most common need after discharged which covered 
areas related to mobilization, hygiene care, sleep and rest, nutrition and therapy need. 
All informants live with their family members after discharged home. With family 
support, their needs in the above aspects were often met. 
-Hygiene care after discharge 
Hygiene care was often well met by family and the major care needed was in bathing. 
‘Eh..I still got difficulty to wash myface and take a bath..as I cannot 
reach my hack with my hand..and twisting the towel Now, I put on 
trousers..and wash my upper part...and then my daughter assists me to 
brush my back...afterwards.J put off the trousers again andflush the 
hack with water and wash the rest ofthe body parts: U5fi3fR26-9 
8 9 
-Mobilizational need after discharged 
Six informants recovered very well with the ability to walk well on their own with or 
without the use of walking aids. Only a minority of informants still required some 
degree of assistance to maintain domestic life such as going out to shopping as well 
as resuming social life or even going to church. 
.'Ek..now..I won't go to the market on my own...and I sometimes go with 
my family members..to buy food and shopping." My family member 
accompany me to there on holiday: F7/I3y^l4-5 
One informant also reported a deterioration of family relationship causing her 
difficulty in seeking family support to go to church. 
^Who will accompany me to go to the church? I need someone to assist 
me to go to the church..and my daughter was not willing to do so..and 
shethinks that I walk too slow and Fm a burden to her： F5/I3/R79 
-Sleep and rest after discharged 
Most informants were delighted at being able to go back home and most of them 
slept well at home. 
-Nutritional need after discharged -meal 
As the informants live with their family members, nutritional need was well met. 
Some informants had a maid to prepare meal for them. The majority of informants 
had their wives or husband or daughters to cook for them. Meals on wheels service 





After discharged home, spiritual need was the fourth most common need. It became 
more convenient for those informants to worship their religious belief either by going 
to church, burning the candles for ancestors and reading the related books. 
'Now, I can resume buming sticks to the ancestor to bless on my 
health."my wife don't need to do this for me...as I'm in the hospital： 
〜M3/I3/R74 
Psychological Need 
Psychological need became the fifth most common need after discharged home. 
After returning home, all informants felt much happier and appreciated life going 
back home even though some of them had not yet resumed their normal social life. 
-Sense of security 
Only one informant had psychological need concerning the need for a sense of 
security. She accidentally fall at home twice requiring others to keep an eye on her. 
Unmet Needs in Each Settings of Rehabilitation 
The common needs and their priority in order of importance have been described. 
During their descriptions of need patients indicated where needs had not been met in 
various settings of recovery and the first five specific type of unmet need are listed in 
table 4.6 according to their importance to patients. The identification of unmet 
rehabilitation needs in various settings of recovery has strong implications for the 




Table 4.6 Summary table of specific unmet need in various setting according to 
importance 
Unmet Need in Unmet need in Unmet Need 
the Acute Setting the Rehabilitation Setting After Discharged Home 
1. Physical Need: 1. Physical Need: 1. Informational Need: 
Hygiene care including Hygiene care including Knowing the Cause of Illness 
mouth care, washing face mouth care, washing face 
and bathing and bathing 
1. Informational Need: 
* Laformation about stroke 
recovery 
2. Informational Need: 2. Physical Need: 2. Social Need: 
Knowing the Cause of Illness Elimination need for going to Communication with others 
toilet 
3. Physical Need: 3. Informational Need: 3. Social Need; 
Mobilization Liformation about stroke Transportation 
recovery 
3. Psychological Need: 
Sense of security 
3. Religious Need: 
Going to church to maintain 
religious life 
4. Psychological Need: 4. Informational Need: 
Given respect as an Cause of illness 
individual-giving feedback to 
patients upon information 
and help seeking 
5. Informational Need: 5. Physical Need: 
^formation about stroke Promotion of Sleep and Rest 
recovery 
5. Psychological Need: 
Provision of encouragement 
5. Physical Need: 
Therapy Need 
5. Informational Need: 
Explanation given when 





DISCUSSION OF FINDINGS & 
IMPLICATION FOR NURSING PRACTICE 
Introduction 
The needs of Chinese elderly patients following a stroke in various stages of 
recovery further supports the literature that stroke causing physical disablement has a 
profound effect on an individual's psychological, social and spiritual aspects at 
different stages of recovery. The pattern of change in the demand of the five major 
type of needs; informational need, physical need, psychological need, social need and 
spiritual need across different rehabilitation settings, has further implications for the 
roles of nurses in the care of stroke patients. However, the identification of unmet 
needs (see table 4.6) demonstrates a wide gap between the theoretical nursing 
concept of rehabilitation with equal emphasis on the physical, psychological and 
social consequences of disability on an individual and the existing nursing care of 
stroke patients in clinical practice in Hong Kong. Factors determining the extent to 
which need can be met are related to nurses and patients with the additional 
influence of the contexts. Since most of the expressed needs are concerned with 
nursing care, there is a need to address the above issues with the ultimate aim of 
improving rehabilitation care of elderly patients following a stroke. 
The Pattern of Change of Various Type of Need 
Identifying the pattern of change in need enables health care professional to highlight 
areas of care of stroke patients (refer to table 4.5). 
Informational need across stages of recoverv and implication to roles of nurses 
Of the five major types of need identified, informational need among the Chinese 
elderly patients following a stroke is important in all stages of recovery. Seeking 
information is a normal coping mechanism toward an illness and helps an individual 
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to make sense of the event and to face reality (Lazarus & Folkman, 1984; Parry, 
1990). Folden's study (1994) on the experience of stroke patients in the first month 
after stroke also noted that patients first need to make sense of the illness in the 
initial stage. Since the onset of stroke is usually sudden, the need for information 
among elderly patients particularly about the cause of illness and treatment in the 
acute stage is important. Similar findings are found in Pound et al and Wellwood et 
al's studies examining stroke patients during the acute phase (Pound et al, 1995; 
Wdlwood et al, 1995). 
Subsequently patients direct their main focus to stroke recovery (Folden, 1994). 
Results of the present study show that patients start to seek more information about 
stroke recovery in the rehabilitation setting accordingly. Stroke often results in 
disability requiring intense skill leaming in the hospital rehabilitation setting, seeking 
additional knowledge in the various aspects of these skills is therefore necessary. 
Moreover, gaining knowledge helps as a means of controlling their feelings of 
powerlessness (Rankin & Stallings, 1990; Fareed, 1996). Stroke patients with 
physical disabilities inevitably have to rely on others in carrying out daily activities 
which may give patients a sense of powerlessness, cause anxiety and hinder 
recovery. Frustrations and feeling angry are reported by some of the informants in 
this study when the staff cannot met their informational need. 
Mormation need remains important after discharged as patients do not know what 
they need until they come across the situation (Brandriet et al, 1994), thus seeking 
information only when they encounter difficulty is expected. Elderly patients usually 
have poor memory and visual problems due to normal ageing (Avis, 1994). ln the 
present study, major difficulty were encountered by the elderly patients in retaining 
health information given in the hospital. Besides, written information is not given 
before discharge from the hospitals in this sample. Some of the elderly thought that 
they could remember all the information and yet loss of accurate information 
occurred after discharge. Furthermore, the elderly patients only realized that 
exercises taught in the hospital could not be practised at home after they were 
discharge home. As a result, they lost interest in performing daily exercises which 
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may affect physical recovery. The demand for information after discharge, to a 
certain extent, is related to unmet informational need in the earlier stages of recovery. 
After discharge, some of the patients were still uncertain about the cause of illness 
and they were eager to know how to prevent a second stroke. 
During the stroke recovery process, nurses play a significant role in helping to give 
patients the relevant information, ln the acute phase, it is essential to explain to 
patients about the cause of illness and about stroke treatment and recovery in the 
later phase. This type of information giving is essential to help patients to make 
sense of their illness, allay their fear, enhance skill learning, promote patient's 
compliance and make plans for their future ( Fareed, 1996; Falvor, 1994; Gull, 
1987). 
Nevertheless, the types of information given should be based on learning needs, and 
on the psychological and physical state of the patients in various stages of recovery 
(Falvor,1994). Most important of all, it is crucial to establish a two-way 
communication in the process rather than a one-way communication as observed in 
this study. For effective patient learning, it is necessary that instructions should be 
clear, unambiguous and written down (Falvor, 1994). Most of the elderly in this 
sample are illiterate as they received minimal education, thus the material and 
teaching tools should meet their individual learning needs. Establishing 
understanding and the effectiveness of communication by immediate feedback is also 
essential (Cameron, 1996). Maintaining contact with patients after discharge is 
equally significant so that patients continue to seek informational support from 
related professionals, giving benefit to stroke patients and informal carers who take 
care of the patient at home. Use of telephone to deliver health advice and counseling 
service is quite common nowadays (Johnson & Frank, 1995; McMosh & Worley， 
1994; Williams, Crouch & Dale; 1995)，so rehabilitation nurses may consider the 
use of telephone service to follow up stroke patients after discharge. 
•*?、• 
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Psychological need across stages of recovery and implication to role of nurses 
The need for psychological care among the Chinese elderly patients is greatest during 
their stay in the acute and rehabilitation wards. Studies on patients experiencing 
chronic illness also note the need for psychological care ( Kelleher, 1988, Nyhlin， 
1990; Price, 1996). Likewise, stroke as a chronic illness resulting in disablement 
always brings about psychological distress which includes a sense of uncertainty, 
fear of future and recovery, loss of freedom and independence, lowered self-image, 
change in family role and feeling of burden on others (Doolittle, 1988; Dooliltte， 
1991; Drench, 1994; Folden, 1994; Gull, 1987). Hence, stroke patients are likely to 
undergo a grieving process over the impaired body parts, ln addition，hospitalization 
itself is stressful and can provoke anxiety (Fareed, 1996). Patients following a stroke 
have to face the illness and additionally have to adapt to the new environment. This 
is accompanied by separation from family members, sudden cessation of work and 
social activity. Thus, psychological need of stroke patients during hospitalization in 
the acute ward is indicated. 
Since the stay in the acute ward is short, ranging from 3 to 7 days, patients are then 
transferred to the rehabilitation ward even though their physical condition has only 
slightly improved as noted on the Barthel fodex. Adapting to another new 
environment is again stressful, tiformants in this sample expressed their 
psychological need for a sense of security with respect to the environment in 
hospital. Furthermore, patients had to meet new staff, adjust to the new routine and 
meet more patients having the same illness at different degrees of disability. 
Psychological need declines gradually especially after discharge because most of the 
patients are restored to full level of independence and regain a sense of control over 
their life. As noted on the Barthel tidex, the rate of functional recovery of informants 
during the stay in the rehabilitation ward and one month after discharge home was 
satisfactory and the range of scores ranged from 12-20 and 18-20 respectively. It 
〜 seems that there is a possible link between psychological need and functional 
recovery. 
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After discharge home, informants can take care of themselves and have the freedom 
to do what they want to do rather than to follow the rigid ward routine. Besides, they 
can resume normal household work, social activities and feel happy at living with 
their family members again, ln the study, most of the informants had very good 
family support and they did not have major financial difficulty. Hence, the demand 
for psychological care among this group of elderly is relatively low after discharge. 
With respect to the psychological demand of stroke patients described above, nurses 
need to be more aware about the care of patients psychological domain during 
hospitalization. During stroke recovery, the major psychological support valued by 
the informants in this sample included giving them reassurance, a sense of security, 
verbal encouragement, listening to their worries, showing a caring attitude and 
respecting them as an individual. Earlier Pound et al (1995) also identified that being 
cared for with respect as an individual by the health care professionals is valued by 
stroke patients (Pound et al, 1995). To some of the informants, provision of 
reassurance made them feel better psychologically. However, this study fails to 
examine in detailed the ways in which nurses demonstrate provision of reassurance. 
Fareed (1996) successfully carried out a study to explore the perception of patients in 
medical mixed ward and surgical mixed ward about the concept of being reassured. 
The presence of nurses is highlighted as an important factor in reassurance, and the 
elements of reassurance include showing concern, being with the patients 
(psychologically), being physically with the patient, information giving, use of soft 
intonation during interacting with patients, show kindness and friendly facial 
expression and encouraging patients to express their feelings (Fareed, 1996). ln the 
process, nurses have to use good communication skills and build trusting relationship 
with patients. Certainly, not all patients need to be reassured and a similar result is 
found in Fareeed ‘s study. 
Listening to patients is another important nursing activities especially valued by the 
、 Chinese elderly patients and is supported by other research (Webb & Hope，1995). 
Besides, prevention of depression is important as depression is commonly found in 
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Stroke patients (House, 1987). Older depressed patients are found to have a poorer 
prognosis than the youngsters (Tuma, 1996). Although the present study did not 
attempt to identify patients having depressive problems during stroke recovery, early 
assessment and psychological State of patient may help to identify and prevent 
depression since most of the informants expressed the need for psychological care. 
Giving encouragement and hope to patients is equally important for prevention of 
depression and is related to psychological need (Gull, 1987). 
Being cared for as an individual not just as a patient by showing respect is a major 
finding. One of the nursing interventions that patients requested was using their 
personal name and knowing the nurses' name. ]n Webb's study (1995) of important 
nursing activities, more than 70% of the total 103 patients interviewed said that they 
preferred to be addressed by nursing staff using their first name. Similarly in the 
present study, informants are dissatisfied that the some of the nurses and other health 
care staff did not introduce themselves. The way staff address patients is 
problematic, t i Hong Kong hospitals nurses are still used to calling patients using 
Tau Pau' meaning old ladies, rather than using their name. This is an area that 
nurses need to pay attention to in individualised care in order to demonstrate respect. 
Physical need across stages of recovery and implication to roles of nurses 
Physical need was found to be closely related to the functional ability of stroke 
patients, greater physical need was indicated during hospitalization. During the acute 
stay, the condition of patients was usually the worst and there were patients whose 
physical condition declined only after hospitalization (Folden, 1994). The mean 
Barthel Index score of informants in this stage was 12 indicating moderate 
disability. There is gradual physical improvement as patients move from the 
rehabilitation ward and optimum physical recovery reaching maximum independence 
in most patients discharge home. The mean Barthel Lidex score in the rehabilitation 
ward and one month after discharge home was 16 and 19 respectively. Therefore, 
〜 there is an expected link between physical recovery and the demand of physical need. 
The need decreases as patients physically improve after discharge. 
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Social need across stages of rerovery and imp1ir,ation to roles of nurses 
Social need increased as patients moved from the acute to the rehabilitation ward and 
then after discharge. Of all the types of social need, social communication and 
entertainment was most often mentioned by the informants. Most of the informants 
perceived communication with staff as important. Other studies in different health 
care settings also reveal the significance of nursing communication on the overall 
satisfaction care ofpatients (Ricketts, 1996; Sheppard, 1993). But the stroke patients 
in this study often had minimal communication with nursing staff. Even though 
social communication is important, the extent to which a patient needed this varied 
across the stages of recovery. 
]n the acute stage, the demand for such a need is not great. On reviewing their 
experience in the acute phase, some of the informants mentioned that they did not 
want to talk to others, which is partly related to their physical state, sudden onset of 
the illness and change of environment. The physical condition of most patients is 
worst during their stay in the acute ward and some of them had communication 
difficulty. Besides, they are shocked by the illness and sudden hospitalization, and 
the ward itself is filled with many seriously i l l patients. Moreover, visitation is also 
restricted. The demand for social need is not great. 
Social need gradually increases as the physical and psychological state of patients 
improve during their stay in the rehabilitation ward, to addition，visitation is 
encouraged in the setting. As a result, more opportunities for social gathering is 
facilitated. Social need even becomes more important as the exposure to others 
increase after discharge home. However, a few of the informants mentioned that they 
spend their time doing nothing after having the therapy especially during weekend 
and public holiday. Keith & Cowell (1987) discovered that 42% of the time of stroke 
patients was spent in non scheduled and non therapeutic activities such as sitting, 
lying and sleeping. Similar findings are identified in one local study examining the 
time use by stroke patients in the hospital identified similar problem (Chiu & Dai’ 
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The nursing role in the care of physical aspects of stroke patients was mainly 
required for elimination, hygiene care and mobilization during hospitalization. Even 
though all these are central to basic nursing care, they were often found to be poorly 
met. On the one hand, a busy ward and limited time available was used by 
informants to explain why some of the care was not well met and yet there seems 
little excuse to omit hygiene care such as oral care and bathing especially in the acute 
ward. This may indicate that nurses may not be comfortable to assist in the care of 
patients in this aspects. It is thus interesting to examine in future study about the 
attitudes of nurses toward provision of hygiene care. 
Concerning the provision of intimate care, some of the male informants mentioned 
feeling embarrassed when assisted by the young female nursing staff. Although the 
number of male staff in nursing is limited, it is equally important to respect patient's 
psychological feelings and provide appropriate staff. Moreover, nutritional needs of 
patients were sometimes ignored. Mormants mentioned having insufficient meal 
time and cold food. Care of the nutritional needs of stroke patients, especially the 
elderly, is noted by McLaren (1992) as a result of physical disability. Li this study, 
patients do not link physical disability and poor nutrition but they imply that feeding 
takes longer time than usual. 
ln contrast with the findings of Bray et al's study (1981)，informants did not 
experience any sexual distress. Given that the present study only explored the sexual 
need of a minority of informants as the majority of them were widowed, and 
informants said that no staff made attempt to discuss with them about their sexual 
concem or need. There is indication for nurses to play a significant role in exploring 
the sexual concem of stroke patients including the elderly (Carleton, 1995). 
«^ s.. 
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Social need across stages of recovery and implication to roles of nurses 
Social need increased as patients moved from the acute to the rehabilitation ward and 
then after discharge. Of all the types of social need, social communication and 
entertainment was most often mentioned by the informants. Most of the informants 
perceived communication with staff as important. Other studies in different health 
care settings also reveal the significance of nursing communication on the overall 
satisfaction care of patients (Ricketts, 1996; Sheppard，1993). But the stroke patients 
in this study often had minimal communication with nursing staff. Even though 
social communication is important, the extent to which a patient needed this varied 
across the stages of recovery. 
M the acute stage, the demand for such a need is not great. On reviewing their 
experience in the acute phase, some of the informants mentioned that they did not 
want to talk to others, which is partly related to their physical state, sudden onset of 
the illness and change of environment. The physical condition of most patients is 
worst during their stay in the acute ward and some of them had communication 
difficulty. Besides, they are shocked by the illness and sudden hospitalization, and 
the ward itself is filled with many seriously i l l patients. Moreover, visitation is also 
restricted. The demand for social need is not great. 
Social need gradually increases as the physical and psychological state of patients 
improve during their stay in the rehabilitation ward. Ln addition, visitation is 
encouraged in the setting. As a result, more opportunities for social gathering is 
facilitated. Social need even becomes more important as the exposure to others 
increase afterdischarge home. However, a few of the informants mentioned that they 
spend their time doing nothing after having the therapy especially during weekend 
and public holiday. Keith & Cowell (1987) discovered that 42% of the time of stroke 
patients was spent in non scheduled and non therapeutic activities such as sitting, 
lying and sleeping. Similar findings are identified in one local study examining the 
、 time use by stroke patients in the hospital identified similar problem (Chiu & Dai， 
1 0 0 
1996). Hence, the role of nurses in the provision of social activities or occupational, 
recreational activities for stroke patients is implicated. 
Spiritual need across stages of recovery and implication to roles of nurses 
Spiritual need among the Chinese elderly following a stroke is important in all stages 
of recovery even though it is indicated to be less significant compared with other 
types of need. Over half of the informants have either religious or spiritual beliefs. 
The need for gaining religious or spiritual support has been shown to be important in 
patients with chronic illness as well as terminal illness (Kurtz, Wyatt & Kurtz, 1995; 
Landis, 1996). For patients having chronic illness such as stroke, only a minority of 
informants believed that their religious or spiritual belief had helped them physically 
giving them a sense of psychological comfort in the acute ward. Some of them 
believed that this was fate and their trust in their belief fluctuated. One of the 
informant even shifted her religious belief from Buddhism to Christian. Nurses may 
give additional psychological care for this type of patient who seems to lack religious 
or spiritual support in time of crisis. 
The rituals needed to maintain religious beliefs are usually simple including praying, 
reading religious books, burning the sticks and going to church. Before 
hospitalization, most of the informants do not attend church already. As reported by 
the informants, burning sticks to worship their ancestors can be done by other family 
member and there was no interruption on carrying their religious practice such as 
praying and reading the religious books. Therefore, informants can all resume 
religious or spiritual practice during hospitalization. Furthermore, visitation from 
religious group is encouraged in the rehabilitation ward, ln this way, all the patients 
can seek religious support and there seems no particular role of nurses but no 
informants mentioned that nursing staff have discussed with patients on spiritual and 
religious aspects. These findings echo the findings in Anderson et al's study on the 
pastoral needs of patients in inpatient rehabilitation setting. Perhaps, local nurses 
have to prepare themselves to discuss the spiritual and religious need of patients 
.〜- ‘ 
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rather than merely noting the types of religious belief and the choice of food of 
patients in nursing kardex. 
After discharge, spiritual need becomes relatively important and ranks higher than 
psychological need as some of the patients start to worry about relapse or recurrence 
of stroke. They hope that gaining religious support may help them to prevent this and 
to gain a sense of power in controlling the situation. Throughout the recovery 
process, no informant mentioned that staff have discussed with them about their 
religious or spiritual support. 
Factors determining the extent to which individual need of patient can be met 
Based on the findings, it seems that the extent to which needs can be met are 
determined by nurses and patients as well as the context within which they are also 
interrelated. Figure 5.4 shows a tentative conceptual framework indicating the 
possible factors affecting outcome of patient's individual need. Similar factors were 
discovered by Chalmer (1994) on examining the process of identifying health needs 
of patients by nurses, and results also show that needs can be identified by the staff, 
expressed by the client and are discovered by mutual effort during the staff-patient 
interaction. In the process of building up staff-patient interaction, both nurses and 
patient will assess each other ( Morse, 1991), thus there is reciprocal effect on both 
parties determining whether needs can be well identified and expressed by the 
patients. Li addition, there is influence of contexts which include the setting, staff 
number, nature of the ward and ward routines. These affect both nurses and patients 
in determining the outcome of needs. 
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Figure 5.1 Tentative Conceptual determinants of the extent to individual need can be 
met 
Contextual Factors 
(e.g. setting, staff number) 
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Nurse | < > I Patient 
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Barriers impeding identification of patient's need by nurses 
Rehabilitation should evolve around the needs of patients (Gibbon, 1992), however, 
various aspects of the need of patients is found to be unmet by staff. As unmet need 
can create psychological distress and impede physical recovery, there is a need to 
identify the barrier impeding the extent to which needs can be met by staff. Based on 
findings from this study, unmet need is often found to be related to the lack of 
nursing attention. As described by the informants, some of the nursing care is mainly 
task oriented, unfocused on the individual need of patients and there is minimal staff-
patient interaction. This may reflect insufficient knowledge and skill in the care of 
stroke patients resulting from the lack of emphasis of rehabilitation care in nursing 
training. Concerning expression of individual need among patients, most of the 
elderly patients in this study tended to act passively in seeking help and information. 
The way a patient behaves may be influenced by the educational background, 
physical status, which includes mobility, communication ability, past experiences, 
cultural background, availability offamily support of an individual as well as nursing 
behaviour and the contextual factors. 
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Lack of nursing attention to individual needs of patient 
Nursing training in Hong Kong is influenced by the British nursing training model 
using an apprenticeship training model (Lee, 1985). Although there is evolutionary 
change in nursing education of Hong Kong with the development of pre-registration 
and post-registration tertiary nursing education (College of Nursing, Hong Kong, 
1993), the majority of nurses in Hong Kong including registered nurses and enrolled 
nurses who are now serving in hospitals and community are still trained on this 
traditional system. 
Samantha & Tang (1993) examined the perceptions of local nurses following the 
introduction of individualized patient care in a medical ward. The results showed 
that most nurses welcomed the change by taking up an active role and most of the 
nurses are satisfied with this type of care. And yet some of them felt that they had 
insufficient knowledge in applying patient-centered care on patients in reality 
(Samantha & Tang, 1993). This lack of nursing knowledge may account for lack of 
awareness and anticipation of patient's rehabilitation needs. 
Various types of nursing staff working in the ward 
Within the nursing team, care of stroke patients in the ward is shared by a variety of 
nursing staff which include registered nurse, enrolled nurse and student nurse. It may 
be problematic as nurses of different rank receive different nursing education work in 
the rehabilitation settings with different focus of care. 
Basically, the nursing training of registered nurse and the enrolled nurse is different. 
The concept and definition of rehabilitation among nurses of different rank is likely 
to be different as demonstrated by the study carried out by Gibbon (1992). ln 
addition, there is an influx of health care assistance with the aim to lessen the work 
load of nurses recently but they only received a three-month in-service training with 
- no follow up assessment of their quality of care in clinical practice (Lui, 1995). 
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Furthermore, studies measuring the nursing attitudes toward care of the elderly show 
that nurses auxiliary tend to have a less positive attitudes toward the elderly 
compared with registered nurses (Chandler, Rachal & KazeUskis，1986). And yet the 
health care aids or auxiliary nursing staff in Hong Kong take majors role in provision 
of care to patients in the clinical area. A study evaluating the amount of nursing staff 
including registered nurses and auxiliary nursing staff discovered that time spent in 
direct care of patients, including ambulating, elimination care and hygiene care, is 
often carried out by the auxiliary nursing staff (Brillhart & Sills, 1994). Registered 
nurse are responsible for doing some of direct care such as inserting foley and 
dressing to patient, giving indirect care to patients such as writing and giving shift 
reports, and they are responsible for ward maintenance (Brillhart & Sills, 1994). 
Hence, the quality of care given to patient is likely to be different varying from 
different types of nurses. Chinese elderly patients tend to categorize all staff as 
nurses, tideed they were not asked to differentiate in this present study. 
Reinforcement ofpassivity of patients toward expressing individual's need 
Despite of the influence of contexts and nurses, the way patients express their 
individual need is related to physical status which include mobility and 
communication ability, the availability of family support of an individual, and their 




-Effect offeeling educational inadequacy 
As mentioned in previous chapter, most elderly aged 60 and over are immigrants of 
mainland China, bom in war time (Chow, 1993), and they have minimal education. 
Similarly, most of the elderly informants who participated in this study are also not 
well educated and they felt inadequate and had difficulty in expressing their 
concerns and needs. In fact, others studies on patients with younger age groups also 
identified that patients have difficulty in expressing themselves (Ley, 1988; Otte, 
1996). The tendency to act passively tends to be stronger among the elderly as shown 
in this study. Therefore, elderly have expectation and trust in the staff to give them 
relevant information and care. Patients having trust in staff in stroke care and 
information giving is also found in Pound et al's study (1995). Jn this way, 
information giving is totally controlled by the health care professional. 
-Physical problems affecting expressing ofneed 
Physical problems can exert influence, tiformants in this study usually sought help 
from nurses by pressing on the call bell or directly talking to the nurses when they 
pass by. However, patients who have communication problems will experience 
difficulty as they cannot express their needs easily or without embarrassment. 
Communication difficulty is commonly found in stroke patients (Wertz, 1990). Jn 
this way, assessment of need relies totally on the staff to pick up their non-verbal 
cues, and inability to express oneself can lead to anger, frustration and a sense of 
helplessness (Palmer, 1995). The ability to communicate with others is important to 
the stroke patients (Chiou & Bumett, 1985). For those patients who cannot express 
themselves well, recovery of communication is far more important than restoration 
of physical functioning (Moules, 1996; Mcleod-Clark & Walton, 1986). 
tnmobility is another possible factor reinforcing passivity role of patients. For those 
、- who are severely disabled, they are not able to walk or sit up to alert nurses. As a 
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result, patients have to wait for nurses to respond to their call bell or observe their 
needs. A feeling of powerlessness is strong in patients with severe disability who 
become total dependent on others (Gless, 1995). Hence, it seems that the most 
vulnerable group are those patients who have communication difficulty and poor 
physical mobility. 
-Family Involvement 
Furthermore, the availability of family support influences the choice of patients in 
selecting the personnel to meet their individual needs. During hospitalization, most 
of the informants had good family support. If the staff did not attend to their call, no 
matter how they yelled, some of the informant then sought help from their family 
members. For the provision of intimate care, most of the informants preferred to be 
assisted by family members. Although a number of studies highlight the positive 
effect of family involvement and care of the stroke patient after discharge (Baker, 
1993; Evans, Bishop, Matlock, Stranahan, Halar & Noonan, 1987; Swanson, Cronin-
Stubbs & Sheldon, 1989)，family involvement may not always be good as over-
protection or over-dependence may be promoted (King, 1993; Thompson et al, 
1989). Besides, family members also have informational need to gain adequate 
knowledge and skill to take care of the sick relative (McLean, et al, 1991; Nolan & 
Grant, 1989; Rosenthal et al, 1993; Vanetzian & Corrigan, 1995). tovolvement of 
family in the care of stroke patients during early hospitalization therefore, may not be 
wise. 
-Cultural influence 
t i addition, there is cultural influence affecting Chinese elderly in expressing 
themselves. Traditionally, Chinese female are encouraged to take a passive role by 
not speaking too much and spending most of their time at home doing household 
work. Such behaviours are generally regarded as good qualities in the society. Under 
the influence of Chinese culture, women usually have limited exposure to the outside 
〜 world which may explain why most of the informants fail to communicate with 
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nursing staff using Cantonese, the local language used by citizens born in Hong 
Kong. Since they are immigrants, most of the patients speak in a special dialect and 
the limited exposure to the outside world decreases their chance to leam local 
language. Some of the informants reported having difficulty in expression of their 
needs and concerns due to language problem. 
-Late development ofpartnership role in health care system 
Paternalistic care has been used in the health care system for many years. Classically, 
patients are supposed to adopt a passive role following the order of the professionals 
(Wiens, 1993). Elderly are more likely to following the rules of the medical 
professional and respect the authority of health care professional especially the 
physician (Greene, Hoffman, Charon & Adelman, 1987). The idea of promoting a 
partnership relationship was introduced following the establishment of the Hospital 
Authority in late 1980's (Hospital Authority, 1991). Jn fact, not all the patients 
welcome such a change to adopt an active role (Waterworth & Luker，1990). It seems 
that elderly patients in this study are similar. 
-Forfear of informal sanctions 
Even though formal displays of autonomy promotion, such as the Patient Bill of 
Rights, offers an individual the freedom to expand the patient role, few patents do so 
as the public may have the fear of informal sanctions (Cassidy & Odi，1986). Some 
of the informants in the study also said that they did not want to annoy the nursing 
staff by seeking too much assistance from them especially when they were busy. As a 
result, they behave passively and try to be good and co-operative patient. Sometimes, 
non-verbal cues of nurses exert influence on patients. Most patients assess and 
observe nurses while they are working in the ward. Patient can tell nurses who is 
lazy, bossy, unwilling to help and those who are caring ( Morse, 1991). Li this study, 
one male informant mentioned that he leamt to observe nurses behaviour and 




-Nature ofa busy ward 
Physical care, psychosocial care and informational need all require spending time 
with patients. A busy ward adds to the workload of nursing staff. Most of the 
Chinese elderly patients said that nurses in the ward were busy. On one hand, this 
may discourage the patients to seek help from the nursing staff. On the other hand, 
staff may then construct the need of patients based on their limited resources, such as 
time. As a result, lack of time becomes the major cause of communication 
breakdown between themselves and the medical staff (Otte, 1996) which may then 
result in unmet need. Locally, nurses complain that provision of nursing care based 
on patients' individual needs is impeded by the heavy workload with unfinished 
tasks in the hospitals (Letter to editor, 1989). 
-Inflexible nursing routines 
Carrying out routine nursing activities can be one determining factor causing 
negligence of care (Murphy, 1986). During hospitalization, a fixed routine is planned 
and patients inevitably have to follow the routine. From the patient's perspective, 
some of the routine care seemed inhuman and unnecessary, affecting sleep and rest. 
Jn fact, rigid routines in hospital are identified to affect provision of individual care 
in this study. Similar findings are reported by the stroke patients in Pound et al's 
study (1995). Although it is arguable that routine care is effective to maintain 
systematic organization in the ward (Procter, 1989; McCaughterty, 1991), it is 
equally important to evaluate the quality of care in provision of routine care. 
Summary 
Needs of stroke patients and the change in demand of the various type of needs 
highlight the important roles of nurses in different recovery settings. The results 
，〜 indicated that Chinese elderly patients, following a stroke, tend to be passive in 
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seeking help and information, so it is important for nurses to act as a facilitator to 
patients in order to uncover their rehabilitation needs. However, the passive role is 
also reinforced by nurses and the contextual factors across the three stages of 
recovery. Jn short, unmet need is determined by patient, nurses and the contexts. An 
attempt to explore possible explanation of unmet need raises discussions in other 
areas. Particular attention needs to be paid to nursing education in rehabilitation care 
and holistic care, and the concept of disablement should be incorporated into the 
rehabilitation process. 
Implication for Nursing Practice 
The specific important nursing role of patients across stages of recovery has been 
mentioned in this chapter. Jn spite of the limitation of this study, important 
implication for nursing practice was identified. Results based on the patient's 
perspective uncover inadequacy in various aspects of nursing in stroke rehabilitation 
care. Although holistic care is emphasized in nursing, there is little evidence to 
support the holistic care in stroke care. More emphasis on holistic care and 
rehabilitation care with implementation of comprehensive individual assessment and 
on-going evaluation may help nurses in this aspect. Certainly, nurses have to bear in 
mind that not all needs can be met. Since various grades of nursing staff with 
different educational backgrounds work in stroke units; standardizing the concept of 
rehabilitation is crucial in order to ensure a high quality focus of care. In addition, 
the concept of rehabilitation and its relevant care should be emphasized in all types 
of nursing programs. 
〜..— ‘ 
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CHAPTER 6 
CONCLUSION, LIMITATION OF THE STUDY 
AND RECOMMENDED FURTHER RESEARCH 
Introduction 
]n this chapter, issues about limitation of the present study, suggested further 
research as well as conclusion of study will be addressed. 
Limitation of the Study 
Generalization of findings to represent the overall needs of all Chinese elderly 
patients following a stroke using a qualitative research method in the present study is 
limited. Inexperience in interviewing elderly people especially in the initial period of 
the study is another limitation. Interviewing skill of the researcher improves after 
conducting a total of eleven interviews in the pilot study. 
There are also limitation related to data collection. To begin with, using of one single 
source in data collection may reduce objectivity. Need as defined in the study is the 
subjective perception of an individual and thus it is difficult to use other data 
collection method to validate the perceived need of stroke patients. Li addition, not 
being able to interview the informant in the acute setting due to practical constraint 
was a limitation. However, the needs of stroke patient can be reviewed 
retrospectively. Furthermore, this longitudinal study can only followed the patents up 
to one month after discharge due,to time constraint. Examining the stroke patients 
for a longer period may uncover more of their needs in the community as patients 
usually do not know what they need until they come across the situation. Since 
informants who participated in the study had all resume almost to maximum level of 
independence, it may be assumed that the change in need may not be greatly altered. 
，》、>, 
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Apart from above, this study initially attempted to identify how need may change 
with functional recovery. Although this qualitative study cannot identify any obvious 
causal relationships between the extent to which need can be met and the rate of 
functional recovery it is observed that all informants have functional improvement as 
measured by the Barthel kdex regardless of the presence of any unmet needs. 
However identifying the overall change in need pattern is useful for increasing the 
understanding of nurses about the potential need of elderly patients following a 
stroke at various stages of recovery. 
Furthermore, there is also some inadequacy in uncovering the needs of informants in 
other aspects, to the study, all the fifteen informants excluding those informant who 
died or dropped out all went back home after discharge. Hence, the needs of patients 
who either live alone or in other health care settings such as the Old Aged Home 
after discharge were not explored. Besides, the majority of informants were either 
widowed or separated from their partner and thus sexual need and concem of the 
elderly patients after having had the stroke was not well examined. Based on the 
minority of informants who were willing to share their views in this aspect, they did 
not identified any sexual need or distress. Perhaps it is because of their early 
cessation of sexual life before the stroke. Finally though some of the informants 
mentioned that provision of reassurance made them feel better psychologically, this 
study fails to examine in detailed about the ways in which nurses demonstrating 
provision of reassurance. 
，〜 
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Recommended Further Research 
Despite of the limitations of this study, findings of the study provide a foundation for 
further research. To generalize findings, it is better to examine the same phenomenon 
using a larger pool of sample for stroke care in elderly patients. Even though there 
are individual differences in the demand for various types of need identified, 
common needs explored in the study may be useful giving baseline information in 
developing need assessment tool to be used in clinical practice. 
Of all the needs, informational need was found to be very important in all settings of 
rehabilitation during recovery, so further studies examining the informational giving 
process to look for barriers and reinforcing factors for effective learning of stroke 
information is suggested. Similarly, the ways nurses demonstrate provision of 
reassurance is significant to study as patients appreciate the significance of giving 
reassurance to their recovery, ln addition, it is interesting to look for gender 
differences concerning the needs of stroke patients. Furthermore, there is also a need 
to examine sexual concem and needs of the elderly at a later phase in recovery. 
Unmet need identified in the study seems to be the result of lack of nursing attention 
to individual need of patients which may related to insufficient knowledge and 
negative attitudes toward the care of elderly and the disabled among nurses. Hence, 
it is important to explore nurses' perception and their attitudes toward this group of 
patients including aspects on giving psychosocial care and hygienic care. Family 
involvement is shown to be one major source of support to the elderly patients 
following a stroke during recovery, hence it is also significant to study how family 
involvement in early hospitalization affects the help seeking practice of patients from 
staff. 
Lastly, further research to investigate the links between pattern of change in need and 
the rate of functional recovery of stroke patients using sensitive quantitative 
measuring tool to detect change in functional recovery on a larger sample is 
.. suggested. 
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Conclusion 
This ethnographic study exploring the needs of a group of Chinese elderly patients 
following a stroke provides a comprehensive picture of their rehabilitation needs in 
the recovery process at various stages, ln addition, the observed pattem of change in 
need across stages of recovery highlights the important areas in the care of elderly 
patients with stroke which further gives the implication to the roles of nurses in 
stToke care of the elderly. As evidenced by this study, most Chinese elderly tend to 
take a passive role in expressing their needs which is partly related to their 
educational, social and cultural background. Identification of need then relies on the 
health care staff. Within the multidisciplinary team, nurses are in a good position to 
take up a^facilitator role for identification of patients' need. Nevertheless, further 
identification of unmet need demonstrates the existing gap between the nursing 
concept of rehabilitation identified in the literature and that in clinical practice in 
Hong Kong. Possible explanation of unmet need is related to nurses' lack of 
attention to the individual need of patient together with additional infIuenced of the 
contextual factors where rehabilitation takes place. There has implications for 
nursing practice in order to improve the care of elderly in stroke rehabilitation, ln 
addition, encouragement of identification of individual need of patient and better 
care also requires support from the health care agency. With the expected growth in 
elderly patients with stroke in the near future, this ethnographic study provides 
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APPENDIX I : Letter for Ethical Approval from Faculty of Medicine, the 
Chinese University of Hong Kong 
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APPENDIX III: CONSENT FORM FOR INTERVIEW IN ENGLISH 
Dear participants, 
I am a nursing student studying Master of Philosophy in Nursing at the Chinese 
University of Hong Kong. At the present moment, I am conducting a research to 
explore the needs of stroke patients. Experiencing a stroke is difficult for anyone, it 
is of utmost important for nurses to understand more about the needs of those 
patients during such critical moment from acute care to maximum recovery in the 
rehabilitation. The findings of this study will help to inform nurses about stroke 
recovery. 
An interview with you will be carried out at the first week, at 2 month and 3 month 
after admission to the rehabilitation unit of this hospital. The interview will take 
about 30-60 minutes and it will be tape-recorded. All information recorded will only 
be used by the researcher and the tapes will be destroyed immediately after 
completion of study. You have the rights to terminate the interview at any time and 
confidentiality as well as anonymity will be assured. 
Your participation in the study is very important! It would be very much appreciated 
if you would kindly agree to be interviewed by the researcher. 
Yours sincerely, 
Signature of researcher: 
(Ms.LUI HOW UN’ MThi l student of Chinese University of Hong 
Kong) 
Declaration of the participant: 
I clearly understand the aim and details of this study with the explanation of 
the researcher. I agree to be interviewed by the • 
researcher in the study. 
Signature of the 
participant: 
Date: 
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APPENDIX V: INSTRUMENT-SEMI-STRUCTURED INTERVIEW GUIDE 
Part A: Demographic Data -_~^_ 
Age: 丨 |Sex: 哩 
Date of Admission: Bed no.: 
Date ofaccident: 一 Co-morbidity: 
Pamily ‘ Date of Literview: 
background: _L 
Living place: 
PartB: ^ _ _ _ _ _ 
Questions: Cues: Observations: 
Please tell me the experience of having 
had a stroke? 
What did you need during your stay in~~ Physical/Psychological/ 
acute ward? Social/Spiritual/ 
Qj. Mormational 
What were the problems that you have (ticluding sexual need) 
encountered during the stay in acute 
ward? in rehabilitation ward and after 
discharge home 
How did those needs met? ~~ Who has helped? 
or Who can help? 
How did those problems solved? How? Why? 
What were the unmet needs? PhysicaLTsychological/ 
or Social/Spiritual/ 
What were the problems remain Liformational 
unsolved? 
What did you need most during that 
period? Why? 
or 
What was the most important that you 
want it to be solved first? 
What was/were the others important 
things? Why? 
How much you know about stroke, its 
treatment, rehabilitation, available 
resources with the information given 
provided at the acute ward? 
How much you want to share your 
feelings during the acute phase or stay 
in acute ward? To whom? Why? 
-^r.. 
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APPENDIX VI: INSTRUMENT-THE BARTHEL INDEX 
ITEMS: SCOR][NG: H p ‘ 3 
(0-20) 
BOWELS Incontinent Occasional Continent 
accident 
BLADDER ticontinent, or Occasional Continent 
catheterized accident 
and unable to 
manage alone 
GROONHNG Needs help Mependent 
with personal face/hair/teeth/ 
care shaving 
TOnJBT USE~~Dependent Needs some ][ndependent 
help 
FEEDlDNfG Unable Needs some Lidependent 
help 
TRANSFER Unable Major help Minor help fodependent 
MOBBLrrY tomobile Wheelchair Walk with fcdependent 
independent some help 
DRESSENfG Dependent Needs some Mdependent 
help 
STARS Unable Needs help fodependent \ 
BATmNG Dependent Lidependent ： 
(Adapted from Wade, 1992，Meaurement in Neurological Rehabilitation, p.l75) 
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APPENDIX VII: 
SECTION OF INTERVIEW SCRIPT WITH INITIAL CODING 




F9m/R29: I only take a bath when I come here (in the rehabilitation Unmet hygiene care 
ward). 
IN30: Why not? 
F9Aim30: No, nurses there did not care whether you did washed Unmet hygiene care-
your face or body at all".not until I come here. related to nurses 
JN3h Mm...Did you find a need to resume all hygiene care? 
F9m/R31: I cannot blame them for not doing this . 
]DN32: From your own perspective, what do you need? 
F9/n/R32: I can accept thaL..You know,...I don't really want them Feels embarrassed 
to assist me ..to take a bath...I feel so embarrassed of intimate care 
being helped. dependent on others 
m33: Mm..Anyway, your body has not been cleanse or bed 
bath during your stay there? 
F9/Il/R33: No, once done by my daughter before I was transferred 
to here. 
ESF34: Mm..Mm. How about change clothing? 
F9yaW34: All this was done by my children. Family support-
involvement in care 
IN35: Your family has helped you most of the time. 
F9Al/R35: Er...and the staff working there are all very busy. Ward nature 
JN36: Have you ever communicate with the staff so far? 
•、、~ 
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F9Al/R36: No..nurses did not come and talk to us....they did Minimal interaction, 
nothing...only came by and asked us to wash our face Task oriented 
early in the moming at five o'clock..and then we slept 
again...and asked us to take the meal. 
E^37: What did you think of such scheduled routine ？ 
F9/Il/R37: That must be unnecessary to wash face so early in the Inflexible routine 
moming!..it is best to wash face at six o'clock 
something ..and then we have breakfast usually at seven 
o'clock something....and doctors come only at nine 
o'clock. I know that it is good for nurses……but we have 
. to wash our face early at ten minutes to five o'clock....so 
early in the moming. Afterwards, they changed napkin 
for us. 
J N 3 S : Mm..Mm..how about you...you need to wear napkin，do 
you? 
F97IlyCR38: Mm..no I use the bedpan. Such routine is not really too 
bad. 
ESF39: Mmm...from the patients ‘ perspective, what were the 
other needs not well met or unmet? 
F9Al/R39: This hospital is much better than that one Contexts: 
(whispering)〜and there was too many people [patients] ward environment 
there...too crowded...but not sufficient nurses...I heard busy, 
from others that there is only two nurses in the ward at limited staff 
night time. 
腿0 : Yes..but needs not well met during your stay there? 
F9AQ/R40: Er....You know, they gave you [patient] the medication Task oriented 
by placing over the table..and they did not care even if 
you [patient] have taken it or not. It's up to your choice. 
ln the moming, that's the same....they simply placed the 
basin of water in front of you..and they simply asked 
you to do this or that..but they do not really care whether 
you can or cannot do so. No one will assist you....ff you 
awake, they may prepare the tower for you...if not, they 
simply ignore and do nothing for you....not giving you 
the basin of water. 
IN41: Mm..Mm.What else? 
F9Al/R41: Mm..nothing else. 
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APPENDIX VIII: SECTION OF INTERVIEW SCRIPT WITH ITS CROSS-
CHECKINGS 
(Extract from pilot study, First interview of Subject 2) 
Sample Interview Script: Cross checking: 
ENl: How are you, Madame? I am a Hi! Madam. How are you? I'm a nursing 
nursing student of the Chinese University student of the Chinese University of Hong 
of Hong Kong. You just have had a Kong. You have had a stroke and I would 
stroke, I would like to know how this like to know how had your illness happened. 
、accident occurred...say for example, how For instance, how did you admitted to the 
you were admitted to the acute ward? acute ward? 
S1: 
Ah..I feel weak in both hands and legs. Er...I felt weakness of ……both hands and the 
My face becomes like this and that's how legs. And my face changed like this. I was 
I was send to the X Hospital. then transported to the X Hospital. 
JN2: 
Ah Ha..…So how long have you been Ha...ha...How long did you stay there? 
there? 
S2: 
I was admitted on……the 13th. I was admitted on the ..…13th. 
腿： 
You were admitted on the 13th〜.ah You admitted to the X Hospital on the 13th . 
ha....so how long have you been there? Then how long did you stay there? 
S3: 
I cannot remembered. I do not remembered. 
腿： 
It doesn't matter. Never mind. 
S4: 
I came here on 17th. I was transferred to here on the 17th. 
JN5: 
You were admitted on the 13th and was You admitted on the 13th and then 
then transferred to here on 17th. transferred here on 17th. 
S5: 




Then what is your physical state at that How's your physical condition at that time? 
time? 
S6: 
My physical state……elderly people are For old aged person, the health is usually not 
usually with poor health…"I already have well. I got hypertension and diabetics, 
hypertension and diabetes. 
冊： . 
Yes.."What,s the degree of movement on HnL..What，s did your range of movement ot 
that side of your body during that time? that side of your body at that time? 
S7: 
I can move very well...I go jogging every It moves well. I go to moming walk every 
day. day. 
Esf8: 
No, I mean when you were admitted to I mean...Could you move that side of the 
the X Hospital. Could you move on this body when you was admitted to the X 




Both my right leg and the right hand are Right hand and right leg were m weakness, 
weak. 
JN9: 
Yes...Can you hold things ...can you feed Mm. Could you hold thing? Can you feed 
yourself with that hand? yourself using that hand? 
S9: 
I do not have the strength to control the I could not hold the chopsticks with good 




It keep swinging when I hold it to this It shakes while I hold it. 






Now, it is better as it will not swing It is better now. Not much shaking, 
easily. 
DS[13: 
Hnh.. swinging decreases. Hm. The shaking is less. 
S13: 
I have to use this hand [pointing to the I need to use another hand to help and hold 
left hand] to hold the spoon. the spoon. 
mU: 
^ So, can you help yourself? Can you self help then? 
S14: 
Previously, this hand is very smart Before that this hand is good but now that 
[pointing the right hand], now that hand hand is better. 
[pointing to the left hand] becomes 
smarter•.…That's it [Mormant voice 
became sad]. 
腿5: 
Hm"..hm. ln the following time, I will Hm. Now I am going to ask you some 
focus on asking you things about your questions about the period that you stayed in 
two days stayed in X HOSPITAL. the X Hospital...for two days. 
( ) used for explaining meaning of certain phrase or terms and stating the place 
or personnel mentioned. 
[ ] used for describing non-verbal cues 
-、、-. 
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APPENDIX IX: SAMPLE OF INTERVIEW SCRIPT 
m i : am a master student of Department of Nursing of the Chinese 
University of Hong Kong. Now, I am conducting a study to explore 
needs of stroke patients at different time intervals in rehabilitation. 
F9A1/R1: Mm..yes. 
IN2: Do you mind to be interviewed? 
F9/IW2: No,Idon'tmind. 
m3\ Er...so would you please tell me the date of having the stroke? 
F9yai/R3: Er...I on the 13th ...on that day—it was Tuesday...I went back to 
the clinic to follow up—and then I have the stroke on Friday. 
ESf4: What has happened then? 
F9Al/R4: Er...I went to the toilet at five o'clock..and then I almost fell dowm..but 
I got support at last...then I yelled out for help ""from my son. I told 
him that I felt discomfort..and I cried,.and requested him to assist me to 
go to the hospital. Li fact, I am very afraid of seeing even the 
ambulance. Then my son called the ambulance and I told him to take 
all my health records with me too. Afterwards, I could not respond. 
m5: Mm..Mm. Did you mean that you were unconscious afterwards? 
F9m/R5: Not exactly...I simply could not respond to them but I was conscious 
knowing what had happened. When the ambulance man came, they did 
ask what had happened to me..however, I was not so clear for every 
detail. 
JN6: Yes...what were the body areas affected? 
F9mm6: My body kept shaking..not steadymthen I yelled out and seek help from 
God...I believe in Buddha. Then I yelled out for help for several 
times...and then I suddenly heard that...it seemed to be ....someone 
talking to memOnd told me not to be afraid. I then closed my eyes...not 
long ago...the ambulance arrived..and my daughter accompany me. My 
daughter asked which hospital that I would be send to..and then the 
ambulance told her that I was to be send to the N Hospital...but she 
knew that I am afraid of going there. So she requested to send me to the 
A Hospital instead. The ambulance said that no one will be blame 
for."if anything happened. I am so afraid of going to the N Hospital. 
m i : Mm..Mm...Why are you so afraid of going there? 
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F9m/R7: It is because my husband has hospitalized in that hospital once, and I 
have experienced seeing a few patients died. I am so scared. 
厕： So you was send to the A Hospital at last. 
F9Al/R8: Yes..yes. On arrival, some of my sons also arrived...and I was send to 
see a doctor in the A&E department very soon..and my children did 
different thing for me..some help me to do the registeration..and other 
accompany me ....everything goes smoothly..and efficiently. 
JN9: Yes, how long have you stayed in the A Hospital? 
F9/Ily^9: Er..I stayed there for four days. 
miO: Would you please describe your physical condition at that time? as well 
as the assistance you needed from others? 
F9Al/^10: Mm...I needed help for elimination..going to toilet for both urination 
and defaecation. 
m i 1: What assistance you needed for that? 
F9m/Rl 1: That，s I requested to go to the toilet but nurses refused to do so as they 
think I felt so dizzy. That's my blood pressure was high too.".it was 
high in the moming but not so high in the afternoon. 
mi2: Mm..so you needed to void using bedpan in the bed. 
F9Al/R12: That's right...I use the bedpan and void in the bed. 
EN13: How's that inconvenient? 
F9Al/R13: It was very inconvenient voiding on the bed...and it made the bed all in 
a mess....and I void only once every three days. 
mU: You have to void only after so long, why? 
F9Al/R14: No..I have bowel movement in the moming before I was 
hospitalized"and then I had nothing intake..so I had no bowel for two 
days until the third day. 
mi5: But did you know the reason for fasting? 
FMl/R15: They told me that 's for my own goocL.as my life can be safeguard if I 
had not eaten anything〜.and nurses told me that all patients were not 
allowed to take in anything for sometime. 
*v. 
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mi6: Mm.Mm. What do you think? 
F9/Il/R16: I did not feel hungry at all. 
JN\1: Mm...please go on. 
F9/IlAll7: I was allowed to eat the next day+and my family did not dare to 
prepare any food for me to eat…“Later on, they make some meal for me 
to eat. 
ENfl8: Mm...could you serve the meal for yourself? 
JF9/Il/R18: For the first time, my daughter fed me. 
JNl9: Why you were fed by your daughter? 
F9Al/R19: Nurses told me not to sit up...and I turned position slightly and she fed 
me...I think that I can move indeed..my hand and leg lost its 
strength—become very weaL..so is today. I asked the doctor when I can 
be discharged...but he told me not to think of this first. It was not so 
inconvenient to stay in the hospital as all my family came to visit me..it 
costs a lot for traveling. 
m2O: MnL..Mm. You are worrying about your family for visiting you. 
FmifR20: That's right. 
m2i: This time I would like to focus on your stay in the acute hospital. 
F9/Il/R21: Mm. 
JN22: How did you spend your time each day in that hospital? 
F9Aim2: I slept all the time. 
M23: You slept most of the time. 
F9fLl/R23: And someone came by and washed my face for me ..and message my 
leg. 
JN24: Who did that for you? 
F9/im24: My daughter. 
TN25: Yes...but why did you need your daughter to wash your face, how about 
the staff in the hospital? 
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F9/n/R25: Yes, they did..and they did give you a basin of water〜and then 〜told 
you to wash your face. 
mi6: Could you manage to do so then? 
F9/Il/R26: Then I could do so..but …』felt so uneasy 1打5丨(16丨丫011 know, the basin 
has been used for many occasions..to wash buttock..and very 
where...er..it seemed not so..er. 
ESf27: So you think that the container seemed not so clean. 
F9/IlAl27: Exactly. 
脆8 : Did you find a need to separate container for washing different areas? 
F9/Il/R28: That's righL.it should be like this〜and I felt more comfortable in this 
way. 
ESf29: Mm..how about taking a bath? 
F9/n/R29: I only take a bath when I come here (in the rehabilitation ward). 
m30: Why not? 
F9AW30: No, nurses there did not care whether you did washed your face or body 
at all.. .not until I come here. 
m31: Mm.. .Did you find a need to resume all hygiene care? 
F9Hl/R31: I cannot blame them for not doing this . 
腿2 : From your own perspective, what do you need? 
F9Al/R32: I can accept thaL.You know,...I don't really want them to assist me ..to 
take a bath...I feel so embarrassed of being helped. 
Es[33: Mm..Anyway, your body has not been cleanse or bed bath during your 
stay there? 
F9Al/R33: No, once done by my daughter before I was transferred to here. 
腿4 : Mm..Mm. How about change clothing? 
F9Al/R34: All this was done by my children. 
J N 3 5 : Your family has helped you most of the time. 
^ . 
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F9Al/R35: Er...and the staff working there are all very busy. 
JN36: Have you ever communicate with the staff so far? 
V9fLlfR36: No..nurses did not come and talk to us....they did n0thingm0nly came 
by and asked us to wash our face early in the moming at five 
o'clock..and then we slept again〜and asked us to take the meal. 
CSf37: What did you think of such scheduled routine ？ 
F9/n/R37: That must be unnecessary to wash face so early in the moming!..it is 
, best to wash face at six o'clock something ..and then we have breakfast 
usually at seven o'clock something....and doctors come only at nine 
o'clock. I know that it is good for nurses……but we have to wash our 
face early at ten minutes to five o'clock....so early in the moming. 
Afterwards, they changed napkin for us. 
腿8 : Mm..Mm..how about you...you need to wear napkin , do you? 
F9Al/R38: Mm..no I use the bedpan. Such routine is not really too bad. 
m39: Mmm...from the patients ‘ perspective, what were the other needs not 
well met or unmet? 
F9aifR39: This hospital is much better than that one [whisperingL..and there was 
too many people (patients) there...too crowded...but not sufficient 
nurses...I heard from others that there is only two nurses in the ward at 
night time. 
1DN40: Yes..but needs not well met during your stay there? 
V9fLimO: Er....You know, they (the staff) gave you (patient) the medication by 
placing over the table..and they did not care even if you (patient) have 
taken it or not. It's up to patients，choice, ln the moming, thafs the 
same....they simply placed the basin of water in front of you..and they 
simply told you to do this or that..but they don't really care whether you 
can or cannot do so. They just put the basin of water in front of 
you..then they ignore you...doing nothing for you. 
JN4l: Mm..Mm.What else? 
F9Al/R41: Mm..nothing else. 
JN42: When did you started to know more about stroke during that period of 
time? 
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F9/Il/R42: knew that gradually. 
JN43: Yes."who told you this? 
F9/Il/R43: I yelled out for help from my God...and then I felt dizzy"..later on...I 
was send to the hospital....I was still very dizzy...didn't sure for being 
send to the hospital...and all my children came ...my daughters 
cried..and then I wondered why they cried for me....They told me not to 
be frightened....but they cried themselves. 
JN44: So who has told you that you have had a stroke? 
F9yIl/R44: The doctor. 
LSf45: How much did you understand what the doctor told you about stroke? 
F9AlynR45: At that time, I was told by the doctor about the illness...what it 
means..er..and I really didn't understand that at all...indeed. 
JN46: Did anyone further explain that to you? 
F9/Ily^46: I start to understand...more……by attending a talk yesterday (in the 
rehabilitation hospital). 
JN41: Yon got this information only when you transferred to another hospital. 
F9a im i : Yes. 
TN4S: So did you really need .to know all this information right after having 
had the stroke? 
F9Al/R48: No...one has ever told me. 
JN49: Yes....no one has told you at that time..but did you need those at that 
time? 
F m i m 9 : Mm..…Er……my family also do not know anything""and I only noticed 
that I have had a stroke....Actually, just before I was transferred to this 
hospital...the doctor told me that I have stroke...and I needed to be 
transferred toanother hospital...for further rehabilitation+.So I asked 
him why “…the doctor only replied that I have had a minor stroke...only 
need to receive some more information...that's all I was told. Nothing 
else...mentioned. 
JN50: Mm.".so did you think that's enough information given? 
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F9Al/R50: EL.Ha"Ha! [laughter]……enough?...or 001?一.1^&1 must be insufficient 
！ No one did explain in detail for why I got the stroke."and so on. 
m51: ]n other words, you need to have more information and knowledge 
about this stroke...telling you why you have had a stroke, isn't it? 
F9/Il/R51: Yes...exactly...You know,....maybe they did not do so...just because we 
are not well educated. 
ESf52: That's why you got to tell me. ...Yes..you did mentioned that doctor did 
not tell you further...how about nurses? 
^F9/Il/R52: So did they. 
ESF53: Mm...how usually did the staff there address you? 
F9/Il/R53: They addressed me as "Pau Pau". 
JN54: How do you like to be addressed? 
F9m/R54: Mm address my name is better……then I know who they refer 
to....You know, all patients were being addressed as "Pau Pau", how 
can we know who is being addressed to? 
m55: Yes..you prefer the staff to address you by your name. 
F9Al/R55: Yes..…call my name...yes. 
IN56: Mm...I will also address your name...too. 
F9Al/R56: Good..that's good. 
JN51: What were needs being unmet or not well met during your stay there? 
F9Aly^57: No...nothing...I indeed did not need others to help me...and no one did 
initiate to help me. 
EN[58: Mm..as you mentioned that no one ever initiate to help you, what do 
you think about this especially for your recovery? 
F9/Il/R58: No one...ever did so....Er...it's fine for me...but for those elderly..much 
elder people……they suffer more. They felt bad when they saw my son 
bought me meal box. 
JN59: Mm....would you please share with me your feeling for suddenly 
having had a stroke? 
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F9/Il/R59: was really very frightened for the first one to two days....I prayed 
many times〜wishing that the God will help me. I only wish to live for 
more...till all my sons got married. When my children noticed that I 
have such wishmthey laughed at me..and wam me to be more careful 
about health……They told me not to worry any of the children...You 
know, how can't I worry about those who are not yet married..…my 
sons..…all my daughters did married...I don't need to worry my 
daughters...they got their own family. I am worry about two sons..…I 
will be more happier..if they get married..having someone to look after 
them. 
E^60: Mm...that's what makes you so worried at that time. 
F9m/R60: I was only worried about my sons at that time...nothing to worry about 
my daughters. 
懸1 : Mm..but how did such worry affect you in sleeping? 
F9Al/R61: Er I felt so worried when I saw someone passed by...(died). l f not, 
I feel better...not worrying about myself..whether I will die too. 
ESF62: I see. Have you ever become every emotional and cry during that 
period? 
F9AQ/R62: No, I haven't ...I myself"...read the religious book..whenever I felt 
boring. 
JN63: During hospitalization in the acute hospital, you did? 
F9Al/R63: Mm...I read..read...all through the period. My son bought this for 
me...to read..and wish to threatened any ghosts. 
麵4 : Are you really very afraid of ghosts? 
F9Al/R64: ]n fact, I myself is not that afraid of ghosts〜.ff I am frightened...then I 
call for help from my God. 
JN65: Mm....To you, your religious give you support...other than that...did 
you find a need to share feelings with others? 
F9/Il/R65: That's optional..…I do not mind...to speak to patients nearby. I also 
helped other patients..to seek help...and some patients are so afraid of 
seekinghelp and afraid that nurses may scored thenL"in that hospital. 
JN66: I see..you like helping others...To summarize what you need, you need 
more information given about the illness. 
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F9m/R66: Mm...that's right..I do like to help others. 
m61: Besides, you also mentioned that staff sometimes did neglect patients 
care〜in hygiene aspect...i.e. they simply placed the basin of water 
down..and then walked away. Isn't it? 
F9/Il/R67: Yes...yes. 
JN6S: For you during that time, which is the most important? 
F9/Il/R68: Er……keeping hygiene ...like washing face is very important too""and I 
> think that helps me feel brighter...and sharing feeling is good too but 
that's hard to achieve..and I can accept not having this..during that 
time...You know, the staff are busy. 
n^67: Yes...you also mentioned one thing very important.....you talked about 
need being given not based on patients' perspective"..such as the 
routine...you have to wash face earlier in the moming [Liformant 
interrupted]. 
FmiJR61: You know,..…washing face at 5 o'clock in the moming is really too 
early. Sometimes, we have washing face by five o'clock. Boiling water 
into our glass at 2 o'clock. 
Cvf68: How will you rank its importance? 
F9Al/R68: I don't know how to rank it but...One thing is good...is that they do 
change napkin for patients at ten o'clock and then twelve o'clock...till 
moming...in this hospital...unlike the acute hospital...no one change our 
napkin at night time. No one initiate to help you unless you yelled out 
for help..but I was lucky..and I don't need to wear napkin. 
ESf69: Mm..Mm." On reviewing your stay in the acute hospital...for four days, 
who has helped in recovery and how? 
F9Al/R69: Mm...there're so many doctors in that hospital (the acute hospital)..and 
I really didn't know who was the doctor looking after me...unlike in 
this rehabilitation hospital. I know who has been taking care of me as 
the doctor here do introduce themselves to me..but none of them did 
the same in the acute hospitaL..maybe ...I was too sick and did not 
know everything. I need to know the name of staff looking after 
me..and I do have a practice to memorize their names...name of the 
health professionals. I've good memory. 
miO: Mm...that，s how you feel about doctorSm.how about nurses...? what has 
they helped you during that period? 
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F9/Il/R70: Mm......I'm not sure. 
m i 1: Have you seen by any physiotherapist at that time? 
F9/Il/R71: No....and I only have CT scan., ECG—.er....X Ray ofLung. 
JN12: Each time for having any examination, did you know the purpose for 
doing so? 
F9mm72: Yes..yes, I do know"..er……for CT scan..I did ask what CT scan means 
、 and for what..and the doctor told me that it is to scan the brain to see 
what's wrong...and then for having the ECG..I did ask the doctor why I 
needed that. 
n^73: Mm..you are willing to ask the staff"...Then how's your sleeping 
pattem at those days? 
F9yllyTR_73: I keep waking up from time to time. 
ES[74: Why couldn't you sleep well..and kept waking? 
F9Al/R74: It's because..the the bed was no good. 
ES[75: How bad was that? 
F9m/R75: La..…er."first of all, the plastic sheet [waterproof draw?L.."got out of 
original location when I tumed position..…I moved a lot at night 
time...and then some part raised up and caused me pain..so it was so 
hard....protruding out..so that I could hardly sleep well...maybe I am too 
critical. 
JNS6: But that's how you actually experienced? But why couldn't you do 
without it? 
F9m/R86: For fear of wetting bed....I can understand that."and I am not blaming 
anyone. 
EST87 Mm...what were the other factors making you hard to sleep well? 
F9/IW87: No other reasons..…I try not to think too mucL"and thank God...though 
一 I am not rich..and my children did support me. 
厕8 : You are so optimistic. 
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F9m/R88: Yes, I won't worry too much..now.. One day, I still will die. It only 
depends on when."and I do wish my sons..my two sons to get married. 
I do tell them what I think. 
E^89: Mm..that's good you can share feelings with your sons. Have you 
talked to them..and share what you feel in the acute stage? 
F9Al/R89: That's right...I do share everything with my sonSmand talked to 
them..at that time. They told me not to force them to get marr)^..things 
likethat. 
、腳0: That'your main wish....Before having had the stroke, how do you spend 
your time? 
F9/Il/R90: Mm.....and Before that...I live with my son..and go to the park every 
moming...and then to buy food in the market and then chat with friends 
there...and then go back home to cook. Sometimes, I did play Mahjong. 
JN91: Mm..…Mm. Do you mind telling me something about your husband? 
F9/n/R91: He died last year. 
JN92: Mm...that's why you mentioned about fear of going to that hospital. 
F9Al/R92: That's true....I felt really bad...when my husband died...last year. We 
did not sleep together in a bed for ten years...but the relationship is 
good You know, he has got cardiac problem and 
hypertension..that's why we sleep in different bed. He should be 
stressed...and a doctor did counsel us in the sexual aspect..but I really 
don't have any more sexual need .".and I am old already. 
m93: Mm•"..Mm...Yes. After hospitalization, did your friends visit you? 
F9/nyTEl93: No...only my relatives..and family members. 
EN94: What did they do when they come? 
F9mm94: Nothing to do and chat...we simply talked about food....they asked me 
to eat more..and cook me food. 
J N 9 5 : How did you feel about that? 
F9Hl/R95: I did love having them to visit me....and they all care so much for 
me..and cook me so many delicious food. Ha....ha! Maybe they won't 
cook me any thing ..ifIam not sick."My granddaughter also made me 
some desert. 
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m96: Mm...Mm.."Yes. Concerning history of hypertension, how often do 
you need to see the doctor? 
F9/Il/R96: Er....I need to see the doctor for every six weeks...to get 
medication....and I need to take several pills. 
EN97: Do you live near the clinic? 
F9m/R97: Mm...if I need to go back to follow up .then I move to my son 's place 
the night before..to facilitate me to go there easier. 
E^98: Mm.I think that the interview has completed. Thank you for your 
. participation. 
(End) 
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APPENDIX X: 
Commonality and differences in three rehabilitation hospitals with stroke service in 
Hong Kong 
Hospital A: Hospital B: Hospital C: 
Geographic location: Hong Kong Island Kowloon side New Territories 
Scale: Large, one major Large, one major Large, one major 
public hospital in public hospital in public hospital in 
that region that region that region 
^ Type ofNursing NO,RN, EN, PN NO, RN, EN, PN NO, RN, EN, PN~~~ 
Staff: 
Rehabilitation care: Multidisciplinary Multidisciplinary Multidisciplinary 
team approach team approach team approach 
Family support and Family support and Family support and 
involvement involvement involvement 
encouraged encouraged encouraged 
No stroke unit No stroke unit No stroke unit 
Mode of Health Health talk mainly Health talk in group Health talk in group 
education delivered: individually Video Video 
No written materials Written health No written materials 
given to patients materials in stroke given to patients 
care were given. 
Physical Located in quite Located in quite Located in quite 
environment: place place place 
Park Park Park 
Standard facilities Standard facilities Most spacious 
provided provided comparing bed 
Bed spacing a bit Bed spacing a bit spacing 
crowded crowded 
NO=Nursing Officer/RN=Registered Nurse/EN=Enrolled Nurse/PN=Pupil Nurse 
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APPENDIX XI: ACTIVITIES OF INFORMANTS ACROSS SETTINGS 
In the acute ward: 
Type of Activities Reported by Informants 
Lying in bed 
Sit out 
Doing exercises (oneself) 
Doing exercises (with therapist or family) 
Doing nothing 
In the rehabilitation ward: 
Type of Activities Reported by Informants: 
Walk up early at about five or six o'clock in the moming with face washing 
Having breakfast at seven o'clock 
Therapy time started at about eight o'clock 
Doctors' round at ten o'clock 
Lunch at twelve noon 
Take nap and rest 
Therapy time started at about two o'clock in the aftemoon 
Go back ward to have bathing or take some rest at about four o'clock 
Dinner start at five o'clock 
Watch TV and nothing else after six o'clock 
Night food at eight o'clock 
Sleeping time at about nine o'clock 
Remark: 
Weekend, Sunday and Public holiday, visitors accompany to the park in 
hospital 
After discharge home: 
Type of Activities Reported by Informants: 
Going to the park 、 
Doing exercises at home 
Doing exercises in hospital, out-patient clinic 
Always stay in bed with diminished social activities except watching TV or 
newspaper 
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